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“And being in Bethany in the house of 
Simon the leper, as he sat at meat” (Mark 
14:3) Jesus said, “‘For ye have the poor with 
ye always, and whensoever ye will ye may 
do them good.” (Mark 14:7). 

Some nineteen hundred years later our 
present leader and some of his disciples, 
sitting in Washington, are attempting to 
abolish by governmental regulation the social 
insecurity that accompanies sickness, pov- 
erty and old age. 

The individual responsibility given us to 
“love thy neighbor as thyself” is now 
thought to lack efficiency, and using this as 
an excuse we are being urged today to hire 
Uncle Sam as our “stand-in” to give meat 
to those who are anhungered, drink to those 
who are thirsty, to clothe the naked, and to 
visit the sick. 

The maneuvers of the New Deal so far 
have served chiefly to confuse and distract 
us in our daily tasks of administering to the 
sick. That task will become lighter only as 
we, ourselves, gradually learn to subdue dis- 
ease. Governmental insurance against sick- 
ness, poverty and old age will abolish neither 
the one nor the other, nor will it affect ma- 
terially either the sickness or death rate. 
Fortunately, the Wagner Bill has been 
dropped for this year and so need not be 
discussed. 

I am glad to report that the Hospital Sav- 
ings Association which was sponsored by 
the Society is on a sound financial basis. 

Certain elements in our population wish 
to experiment with the inclusion of doctors’ 
fees in our hospital prepayment plans. This 
subject was brought before you last night 


Read before the First General Session of the Medical Society 
of the State of North Carolina, Pinehurst, May 13, 1940, 





in a very lucid report by our First Vice 
President, Dr. F. Webb Griffith of Asheville, 
who for several years as Chairman of the 
Committee on Socialized Medicine has made 
an intensive study of this subject. 

The medical sciences have made remark- 
able progress in our state during the past 
year. In the field of medical education: 

(1) The University has doubled its teach- 
ing force and occupied a magnificent new 
building. 

(2) Wake Forest has received a fund 
from the Bowman Gray Estate to establish 
the last two years of a four-year medical 
school in Winston-Salem. 

(3) Duke is continuing its splendid record 
in teaching and research—particularly in the 
field of nutrition this year. 

(4) Our post-graduate program has been 
very successful. 

Our State Board of Health, under the able 
leadership of Dr. Carl V. Reynolds, continues 
to set an example for the rest of the country. 

The intensive campaign, with the help of 
the Reynolds funds, to abolish syphilis in 
our state is a fine example of how to wage 
war against disease. Dr. Cooper’s installa- 
tion of birth control service in County 
Health Departments, so that contraceptive 
information is available to any one, is an 
experiment that will be watched with a great 
deal of interest to see how it affects our 
population. 

Surgeon General Parran has_ recently 
pointed out that our diphtheria mortality is 
about ten times that of New York. We ex- 
pect this mortality to be cut down as a result 
of the law passed at the suggestion of Dr. 
Sidbury and the members of this Society 
last year requiring all children to be immu- 
nized after the age of six months. This law 
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came into effect the first of January past 
and has hardly had time, as yet, to show 
results. 

This situation leads me to say that in spite 
of the splendid work that our public health 
men are doing in this state, we should not 
expect them to carry the whole burden. It 
is the practicing physician who is in touch 
with the family and young children, and he 
is the man who should feel responsible for 
seeing that these children are immunized. 
There is no justification for trying to shift 
this responsibility to the health officer, who 
cannot be expected to keep up with all the 
babies born in the country and whether or 
not they have complied with the law. 

The building and development of hospitals 
goes steadily forward under the conservative 
leadership of Dr. W. S. Rankin and the Duke 
Foundation. 

The committee appointed last year to es- 
tablish a medical journal, owned and con- 
trolled by the Society, has successfully ac- 
complished its task, and under the able edi- 
torship of Dr. Wingate Johnson and his edi- 
torial board, the NORTH CAROLINA MEDICAL 
JOURNAL has taken its proper place in the 
field of medical journalism. 

I wish to take this occasion to thank the 
members of the Society, individually and 
collectively, for the help they have given me 
this past year in making some state-wide 
surveys of our hereditarily defective chil- 
dren. 

In this connection, I should like to call 
your attention briefly to the state set-up for 
taking care of its defective dependents, and 
to make some suggestions. 

Nearly a century ago the State assumed 
the care of the mentally sick, thus divorcing 
organized medicine from any authority, and 
consequently any responsibility toward these 
unfortunates. The result has been stagna- 
tion in this field until the past year. The 
building of larger hospitals for the custodial 
care of an increasing number of insane by 
very much over-burdened professional staffs 
shows lack of foresight. 

In the same way the State is trying to 
salvage the blind, the deaf, the crippled, and 
the feeble-minded children in state hospitals 
and schools all with separate lay boards, 
under the Department of Charities and Cor- 
rections. To keep on breeding these defec- 
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tives and then to offer them state charity 
and the rather futile corrections that are 
possible, without any effort toward preven- 
tion, seems to me unutterably stupid. How 
different has been our experience with tuber- 
culosis. 

The State Board of Health, some years 
ago, established a state tuberculosis hospital, 
and although the control of this institution 
was later taken away from the State Board 
of Health, nevertheless the relentless cam- 
paign for prevention by both clinical and 
educational means that has been waged by 
Dr. P. P. McCain and his associates is a 
record we are proud of. 

The State’s defective dependents that I 
speak of are largely the result of morbid 
heredity. The supply of these defectives can 
be vastly reduced by eugenic measures sys- 
tematically applied by organized medicine as 
a regular part of our public health program. 

Both the authority and the responsibility 
for the prevention of hereditary disease 
should be vested in organized medicine, and 
our institutions for the care of the mentally 
sick and the defectives should be under the 
State Board of Health—the logical organi- 
zation to take up the task of preventing 
hereditary disease, now that our infectious 
diseases are rapidly disappearing. 





Is This Selfishness? —“I am not an oldster, but 
I recall the days of Lydia Pinkham, electric belts, 
the traveling advertising quack, and the Indian 
medicine show. I recall the time when the exist- 
ence of most medical journals depended on the ad- 
vertising of worthless proprietary preparations and 
apparatus. I remember the slander suits brought 
against the officers of the Association because of 
its campaign against quackery and dishonest ad- 
vertising, and the alarm felt a quarter of a century 
ago because of the plague of cult practitioners seek- 
ing a short cut to care for the sick. In defense of 
scientific medicine, we were then, as now, accused 
of being a high-handed monopoly. I recall the ef- 
forts required to develop and perfect our public 
health service and our laws relating to license for 
the practice of medicine. There was determined 
opposition at every turn. 

“Is all this the story of a group indifferent to 
human need? Is this a story of selfishness? Were 
these benefits for the physician? Or has there been 
enacted the drama of an idealistic profession fight- 
ing to wipe out the diseases which furnish it a live- 
lihood, battling to protect its people against fraud 
and striving at all times to defend the advancement 
of science, and honesty in its application ?”—Rock 
Sleyster, M.D., President of the A. M. A., address- 
ing the New Hampshire Medical Society, quoted in 
the New York State J. Med. 40:423 (March 15) 
1940. 
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THE USE OF PLASMA AS A SUBSTI- 
TUTE FOR WHOLE BLOOD 


JOHN ELLIOTT, Sc.D. 
WALTER L. TATUM, M. D. 
N. NESSET, PH.D. 


Following a study by McKenzie") in 1935 
of the fate of the plasma proteins in acute 
abdominal infections, the need was recog- 
nized for simplified equipment for the trans- 
fusion of blood that would permit its storage 
and reduce the reaction rate. A preliminary 
report?) was published in 1936 in Southern 
Medicine and Surgery suggesting the use of 
a vacuum container which would make the 
collection and administration of blood easy 
and aseptic. This equipment would make 
possible even in small institutions the storage 
of blood and its conversion to plasma after 
the safe storage period. It was suggested 
that plasma could be given without group- 
ing or cross matching even to incompatible 
types; and in many cases the indication was 
for plasma rather than whole blood. 

The original equipment had certain in- 
herent defects which have been overcome. 
Blood transfusion equipment which enables 
a single operator without assistance to col- 
lect blood aseptically is now universally 
available. Blood so collected can be safely 
stored without special refrigeration. Reports 
of its use in thousands of cases indicate that 
it is satisfactory, and with proper attention 
to the preparation of donors and recipients’ 
sets, reactions from transfusion have been 
materially reduced by its use. A technique 
for the aseptic removal of plasma from fresh 
or out-dated blood has been developed and 
reported in The Military Surgeon. Incom- 
patible plasma has been administered in a 
large series of cases without reaction, and 
the intramuscular route for its administra- 
tion has been found to be possible, practical, 
and satisfactory when the intravenous ad- 
ministration is impossible or impractical. 
From the Department of Pathology. Rowan Memorial Hospi 
tal, Salisbury, N. C. Presented at the Second General Session 


ef the Medical Society of the State of North Carolina, Pine- 
hurst, May 15, 1940. 
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The original suggestions for the use of 
plasma as a substitute for whole blood have 
been found to be rational, and its scope of 
usefulness has been enlarged by many addi- 
tional indications. 

The intravenous use of plasma in man as 
a substitute for whole blood was reported 
by Filatov™ (1935) and Heinatz and Soko- 
low’ (1935). In a personal communica- 
tion’, Strumia‘*’ reports the use of serum 
and plasma since 1927. Thalhimer has used 
convalescent serum intravenously for many 
years, as have Palazzo and Tenoconi”™. 

There are many reports in the litera- 
ture® 11 1213 141516) showing the effective- 
ness of normal dog serum in combatting ex- 
perimental shock, plasmaphoresis hypopro- 
teinemia, shock from repeated hemorrhages 
and protein starvation in dogs. 

Mann''* (1918) reported the successful 
use of normal dog serum in experimental 
shock produced by exposing the abdominal 
viscera of dogs. This was confirmed by Bond 
and Wright'"''’, Beard and Blalock’) and 
others. Whipple") produced a state of shock 
in dogs by rapid plasmaphoresis, and com- 
pletely relieved the symptoms produced by 
the re-introduction of dog serum. Whipple 
et al’°) have shown that a dog can be main- 
tained in nitrogen equilibrium and at nor- 
mal weight on fat and carbohydrate by 


+. Filatov. A. and Kartasevskij, N.: Transfusion of Human 
Blood Plasma for Hemostasis, Zentralbl. f, Chir. 62:441 
(Feb. 23) 1935. 

6. Heinatz, S. W. and Sokolow, N. I.: Plasma Transfusion 
as a Method of Choice in Treatment of Hemolytic Shock, 
Zentralbl. f. Chir. 62:1753 (July 27) 1935. 

7. Strumia, M. M.: Personal Communication. 

8. Strumia, M. M., Wagner, J. A. and Monaghan, J. F.: 
Treatment of Secondary Shock, J. A. M. A., April 6, 1940, 
p. 1337. 

9. Palazzo, R. and Tenoconi, J.: Plasma Therapy: Immune 
Plasma-Fusions, South American Review of Endocrinology, 
Immunology, and Enzyme-Therapy, Vol. 18, No. 5, May 
15, 1935. 

10. Mann, F. C.: Experimental Surgical Shock, The Treat 
ment of the Low Blood Pressure Which Follows Exposure 
of Abdominal Viscera, Am. J. Physiol. 50:86, 1919, 

11. Bond, D. D. and Wright, D. C.: Treatment of Hemor 
rhage and Traumatic Shock by the Intravenous Use of 
Lyophile Serum, Ann. Surg. 107:500-510, 19388. 
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A Study of the Composition of the Blood During Con 
tinuous Trauma to the Intenstines, When No Fluid Is In 
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Investigation, 11:249-265, 1932. 

13. Mahoney, KE. B.: Experimental and Clinical Shock; 
Treatment by Intravenous Injections of Preserved Plasma, 
Ann. Surg. 108:178-198, 19388, 

14. Whipple, G. H., Smith, H. P., and Belt, A. E.: Shock 
as a Manifestation of Tissue Injury Following Rapid 
Plasma Protein Depletion. The Stabilizing Value of Plasma 
Proteins, Am. J. Physiol. 52:72-100, 1920. 

15. Daft. F. S.. Robschit, Robbins, F. S., and Whipple, G. H.: 
Plasma Protein Given by Vein and its Influence on Body 
Metabolism, J. Biol. Chem. 123:87-98, 1938. 

16. Weech, A. A., Goettsch, E., and Reeves, E. B.: The 
Effect of Serum Transfusion on the Plasma Protein De 
pletion Associated with the Nutritional Edema in Dogs, 
J. Clin. Investigation, 12:217-227, 1933. 

17. Mann, F. C.: Further Experimental Study of Surgical 
Shock, J. A. M. A. 71:1184-1188, 1918. 
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mouth, and serum or plasma by vein. Dogs 
rendered edematous by plasmaphoresis were 
restored to a normal state with transfusions 
of normal dog serum by Weech, Goettsch 
and Reeves" (1933). Numerous other re- 
ports in the literature indicate that animal 
specific serum or plasma should be a ra- 
tional, safe, and effective substitute for whole 
blood. 

From our survey of the literature, we felt 
that successful experimental work on animals 
had demonstrated that serum or plasma 
could be used as a substitute for whole blood. 
For this reason we eliminated experimental 
work on dogs and started the use of plasma 
in man. 

The search for a simple aseptic technique 
for the collection and storage of whole blood 
led to the development of a technique for the 
preparation and preservation of plasma‘. 
Using out-dated stored blood as a source for 
plasma led to a study of stored blood to de- 
termine its optimum storage period”*’. This 
was determined as five days. It is, of course, 
recognized that blood can be safely stored 
for a much longer period, but, from our own 
work and reports in the literature!! 20 21), 
we feel that the five day period is optimum. 

A five day storage period would naturally 
result in the wastage of a considerable 
quantity of blood. Converting out-dated 
blood into plasma, which can be preserved 
for a much longer period, eliminates wastage. 
When blood is stored in small institutions 
this is an important factor, as the wastage 
of blood would counteract the benefits of 
available preserved blood. 

The tremendous importance of erythro- 
cytes for the transportation of oxygen and 
carbon dioxide undoubtedly has been respon- 
sible for focusing attention on the red cells 
when the indication for transfusion has been 
sought. Until recently, the importance of 
the plasma fraction of blood has not been 
fully appreciated. As we have examined the 
indications for transfusion, we have become 
convinced that the plasma fraction is of even 
more importance than the cellular fraction. 
13. Elliott, J. and Nesset, N.: 

Period for Preserved Blood, 
19. Seudder,. J... Drew. C. R.. Corcoran, D. R., 

Studies in Blood Preservation, J. A. M. A, 

1a: R9. 

29. Kolmer, John A.: 

Relation to Transfusion with 

Immunological Aspects. 


21. DeGowan, E. L., Harris, J. E., 


in’ Human Blood Preserved for Transfusion, 
Exper. Biol. and Med. 40:126-128, 1939. 


Maximum Optimum Storage 
unpublished paper. 


and Bull, D. C.: 
112 :22638-2271, 


Preserved Citrated Blood Banks in 
Special Reference to the 
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Indications For the Use of Plasma as a 
Substitute For Whole Blood 


1. Shock, Without Hemorrhage: The re- 
cent work of many investigators has resulted 
in a better understanding of the mechanism 
of shock. The use of oxygen'”’, heat'2*), ad- 
renalin'**’, physiological saline'*’, hypertonic 
salt solution’, cortin'?"’, whole blood trans- 
fusions?” and plasma infusions" *) has been 
reported and evaluated. The use of plasma 
as a substitute for whole blood is discussed, 
with the recognition that it is but one factor 
in the treatment of shock. 

While the many investigators of shock'?") 
829) may differ on some points, all are 
agreed that loss of plasma through atonic 
capillary walls into the extra-vascular spaces, 
with resulting diminished blood volume and 
hemoconcentration, is constant. They are 
also agreed that plasmorrhage'”’ is respon- 
sible for the reduction in blood volume which 
causes the fall in blood pressure, with the 
resultant failure of circulation of red cells 
and ultimate anoxia. They are further 
agreed that blood pressure must be restored 
early and maintained. 

Acacia has been used for this purpose, but 
it is not a physiologic substance: it is not 
readily removed from the body, and accord- 
ing to some observers" is dangerous. Whole 
blood transfusion has been used for many 
years, and is very satisfactory if available. 
However, whole blood requires time for 


preparation, even if stored blood is avail- 
able; and the delay may be fatal if a donor 


must be procured. Plasma can be immedi- 


ately available, as cross matching is unneces- 
sary, and it seems to be as satisfactory, or 
more so, than whole blood. It should be 
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Frowde, Oxford University Press, 1913. 

26. Scudder, J.: Shock, Blood Studies as a Guide to Therapy, 
Philadelphia: J. B. Lippincott, 1940, 
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more satisfactory than whole blood because 
its diluent, dextrose and saline solution, is 
also capable of increasing blood volume, 
whereas red cells are not. 

Plasma, instead of whole blood, has been 
used routinely in the treatment of shock at 
the Rowan Memorial Hospital, Salisbury, 
during the last two years. While it is diffi- 
cult to compare the effectiveness of two 
therapeutic agents in different patients, it is 
the consensus of opinion there that plasma 
is no less effective than whole blood. Its 
ready availability has made it life saving in 
many instances. 

2. Shock Due to Hemorrhage: The loss of 
blood from the body is of little immediate 
importance, unless it results in shock. Di- 
minished blood volume, with resultant drop 
in blood pressure and ultimate failure of 
circulation followed by tissue anoxia, is the 
important factor causing shock, rather than 
the loss of red cells. Early restoration of 
blood volume is the all important factor. 
Following severe hemorrhage with loss of 
half the blood volume, there will remain more 
than 2,000,000 red cells per em. This num- 
ber of red cells will be sufficient for oxygena- 
tion of the tissues, if pressure and volume 
are sufficient to circulate them. Whole blood 
restoration is best, but of more importance 
is the early restoration of blood volume. If 
plasma is administered early, blood volume 
is quickly restored, and it is rarely necessary 
to transfuse whole blood. 

Although whole blood is unquestionably 
the ideal fluid for restoration of blood volume 
following hemorrhage, plasma can be effec- 
tively used. Hemorrhages occur not only in 
hospitals where blood banks are maintained 
or fresh blood transfusions can be given, but 
also in institutions and homes where im- 
mediate transfusion is impossible. It also 
happens in well prepared hospitals that the 
emergency may be too great for the delay 
incident to the preparation of whole blood. 

The minimum time necessary for the safe 
cross matching of blood is twenty-five min- 
utes, if ice box blood is available. From an 
hour to several hours may be necessary if 
a donor has to be secured. Plasma can be 
started in a hospital or home immediately, 
and may be followed by whole blood, if in- 
dicated, after the emergency has been re- 
lieved. 

Blood banks ean not be maintained in all 
hospitals, nor can blood be available to all 
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patients in their homes. Prepared plasma 
can be stored in any institution or doctor’s 
office in readiness for any emergency. It 
can be carried into the home and infused as 
readily as dextrose and salt solution. 

This has been thoroughly demonstrated by 
Dr. William Long at the ten-bed Mocksville 
Hospital, where a plasma bank is maintained. 
There whole blood transfusion of fresh or 
stored blood is not impossible, but impracti- 
cal. Storage of plasma there for immediate 
use is not only practical, but almost indis- 
pensible. Blood is drawn from hypertensive 
patients as part of their treatment and sent 
to the Rowan Memorial Hospital, where it is 
converted to plasma and returned for stor- 
age. More than twenty infusions have been 
given in the last year, at least one of which 
was life-saving. This case is reported. 

J. G. S., a white female, was admitted to 
the Mocksville Hospital at 2:30 a.m., October 
12, 1939, in shock resulting from obstetrical 
hemorrhage. She was unconscious, with air 
hunger, cold and clammy, and _ perspiring 
freely. On examination the hemorrhage was 
found to be due to a central placenta previa. 
As quickly as possible a podalic version was 
done, and pituitrin administered. As Dr. 
Long had to work by himself, no supportive 
measures could be carried out during this 
time. Time was not available for blood pres- 
sure or pulse determinations, but the patient 
appeared moribund. Without loss of time 
the rapid intravenous infusion of plasma 
taken directly from the ice box was started. 
During the infusion the patient’s condition 
showed marked improvement, and the pulse 
became palpable. The patient was returned 
to bed and the infusion continued until 600 
ec. had been administered. 

The following day the red cell count was 
2,250,000, indicating that the hemorrhage 
had been a severe one. An uneventful re- 
covery enabled the patient to leave the hos- 
pital on the tenth day. The red cell count 
on discharge was 3,750,000. No red cells 
were administered. 

»o Burns: Following 
there is an exudation of fluid containing a 
high concentration of plasma proteins. Local 
capillary damage, with increased permeabili- 
ty of the capillaries to proteins, permits the 
accumulation locally of large quantities of 
blood protein. The damaged tissue releases 
“H” like substances, which act to damage 
capillaries throughout the body, increasing 


extensive burns, 
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their permeability to proteins. All of this 
results in a loss of plasma protein from the 
circulation. This loss accounts for the de- 
creased blood volume, the hemoconcentration 
and the circulatory failure that invariably 
follows extensive burns. The red cell count 
may increase to 8,000,000 or more. 

Transfusion of whole blood has’ been 
known to be beneficial in burns, and is a 
recognized therapeutic measure. An exami- 
nation of the reasons for transfusing burned 
patients suggests that the beneficial effect is 
from an increase in the blood volume. Red 
cells being above normal, there is no indica- 
tion for increasing them. Plasma alone 
should be, and, in our experience has been, 
effective. It may even be said that the trans- 
fusion of whole blood is contra-indicated if 
plasma is available. 

4. Infections: The decrease in plasma 
proteins, following abdominal surgery where 
the patient is unable to take food by mouth, 
and where there is an increased protein 
metabolism, with loss of protein through 
kidneys and from drainage was reported by 
McKenzie'’’ (1935). It has been known for 
au long time that blood transfusion is bene- 
ficial in severe infections, but the reason has 
not been clear. Complement in transfused 
blood is, of course, of utmost importance; 
but more important is the protein of the 
blood plasma. It not only maintains normal 
plasma protein, if given early and in ade- 
quate quantities, but also furnishes protein 
for the body’s metabolic needs. In many of 
these cases red cell counts are normal. It 
is our practice to infuse plasma until the red 
cell count drops to about 4,000,000, and then 
raise the blood count to normal with whole 
blood, resuming the use of plasma when this 
is accomplished. 

The need of the sick patient for protein 
is greater than the need of the well person. 
Klevated body temperature increases meta- 
bolism, infection destroys tissue, and protein 
may be lost from the body in pus and urine. 
This need is quite evident when an illness 
becomes extended. Maintenance of plasma 
proteins is much less difficult than their re- 
storation; therefore plasma infusions should 
be started before the need is apparent. 

5. Hypoproteinemic Edema: When pro- 
tein intake is inadequate from starvation or 
other causes, a reduction in the plasma pro- 
tein will occur. The same thing will happen 
if a considerable quantity of protein is lost 
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from the body over a long period of time. 
When the plasma proteins are reduced below 
4 per cent, edema occurs, because the colloid 
osmotic pressure is reduced below the point 
where electrolytes and water can be held in 
the blood vessels. Treatment must naturally 
be directed towards increasing the plasma 
proteins. Increased oral protein intake is 
the most satisfactory means of increasing 
the blood proteins. There are occasions when 
this method is inadequate, and the infusion 
of plasma necessary. Dramatic clearing of 
edema is often noted if adequate plasma is 
administered. It must be remembered, how- 
ever, that if any degree of anuria exists, 
sudden increase of plasma proteins above the 
edema level may result in the withdrawal of 
water from tissues to blood stream at a rate 
faster than the kidneys can remove it from 
the circulation. 

6. Convalescent Plasma: The use of con- 
valescent plasma and serum is increasing. 
This is also true of the dosage employed. 
Whole blood transfusions are often employed 
when large quantities of convalescent plasma 
are indicated in the treatment of an infec- 
tion and the donor is of the same group as 
the recipient. When donor and recipient be- 
long to different blood groups, the red cells 
can be removed and the incompatible plasma 
safely infused. | 

Source of Plasma 


Freshly collected blood is the ideal source 
of plasma. If fasting donors are used, as 
they should be, the prepared plasma will be 
clear and straw colored. However, if plasma 
is separated from blood during the first 
twenty-four hours after collection, occasion- 
ally a large quantity of fibrin will settle out. 
We have found it advisable to store blood 
from twenty-four to forty-eight hours be- 
fore removing the plasma. 

Out-dated bank blood is another source of 
plasma. If the optimum storage period is 
observed, plasma prepared from such blood 
will be almost as clear and free of hemoglobin 
as that prepared from fresh blood. 

An almost inexhaustible source of blood 
for plasma exists in the hypertensive pa- 
tients who are relieved by the withdrawal 
of 500 or 600 ec. of blood at intervals of 
from one to six months, 


Preparation of Plasma 


Until a few years ago there did not exist 
a satisfactory technique for the separation 
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and storage of plasma in large quantities. 
There are many techniques available now: 
the lyophile process of Florsdorf and Mudd’, 
the concentration method of Thalhimer'”, 
the method of drying in a vacuum at body 
temperature used by Edwards, Kay and 
Davie'*', and the simple aspiration of super- 
natant plasma from sedimented blood. All 
of these procedures, with the exception of 
the last, are more or less complicated, and, 
though satisfactory, are not adaptable to 
general use because of the cost and the need 
for special equipment and knowledge of the 
technique. 

Early in our work it became evident to 
us that if plasma was to be generally avail- 
able the technique for its preparation would 
have to be simple and aseptic. The Trans- 
fuso-Vae was found to be ideally suited to 
the aseptic collection of blood for plasma. 
The simple aspiration of supernatant plasma 
resulted in a poor yield and a cloudy plasma 
which developed a sediment of precipitated 
fibrin after several days’ storage. We soon 
found that by centrifuging, the yield was 
greater and the plasma very clear if fasting 
blood was used. The sediment of precipi- 
tated fibrin continued to form until we found 
that it could be prevented by diluting plasma 
with equal parts of a diluent. 

Our technique for the preparation and 
storage of plasma has been outlined in de- 
tail in The Military Surgeon. Blood is col- 
lected and citrated in the Transfuso-Vac. 
After storage from one to five days it is 
transferred to centrifuge bottles through a 
simple transfer system, care being taken not 
to shake the bottle of blood or stir up the 
red cells which have sedimented. This is 
accomplished through releasing the residual 
vacuum in the Transfuso-Vac by inserting 
a sterile needle in the free hole in the rub- 
ber stopper, not in the air tube. The trans- 
fer system is inserted in the free hole and 
a needle in the air tube opening. The bottle 
is carefully inverted and the blood allowed 
to run into the centrifuge bottle. The first 
250 ce. centrifuge bottle will contain approxi- 
mately 90 per cent red cells and 10 per cent 
plasma. The other two bottles will contain 


82. Florsdorf, E. W., and Mudd, S. J.. in J. Immunol, 29: 
389, 1935. 

33 Thalhimer, W.: A Simple Inexpensive Method for Con- 
centrating Serum Under Sterile Conditions, Proc. Soc. 
Exper, Biol. and Med. 37:639-641, 1938. 

84. Edwards, F. R., Kay, J. and Davie, T. B.: The Prepara- 
tion and Use of Dried Plasma for Transfusion, Brit. M. 
J., March 9, 1940, 
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most of the plasma and very few red cells. 
We do not centrifuge the first bottle, but put 
it in the refrigerator to be diluted with salt 
solution and administered as cells if we have 
a patient with an anemia who does not need 
plasma. These cells should not be used if 
they are older than five days. The plasma 
in the other two bottles is separated by cen- 
trifuging at about 2000 r.p.m. for about one 
hour. When the centrifuge comes to rest a 
swirl of cells will, at times, be noted in the 
supernatant plasma. It is imperative that 
all cells be removed from plasma that may 
be stored for a long period. The centrifuge 
bottles are placed in a refrigerator over- 
night, so that all of the cells will settle out. 
The next morning the supernatant plasma 
is aspirated from the centrifuge bottles to 
storage bottles (PlasmaVacs), which con- 
tain 250 ce. of dextrose and salt solution in 
a vacuum. One cubic centimeter of 1 per 
cent merthiolate per 100 cc. of solution is 
added through the X mark in the rubber 
stopper as a preservative. 

The final concentration of merthiolate will 
be 1-10,000. This has been found to be not 
only bacteriostatic but also bactericidal'®”’. 
Cultures of 301 plasmas prepared by this 
technique were found sterile in every in- 
stance. Six had traveled 37,000 miles through 
South America at room temperature and 
were found sterile after six months. 

Merthiolate is an effective antiseptic in a 
concentration of 1-10,000 in plasma. There 
is no interaction between it and protein”. 
As much as 50 ce. of 1 per cent solution of 
merthiolate has been injected intravenously 
in a Single injection into a human subject'*"’. 
A total quantity of 180 cc. divided into five 
doses has been given to one person with no 
demonstrable toxic effects'**’. Animals have 
received proportionately larger doses than 
humans without showing toxic effects’. 

A final concentration of 2.5 per cent dex- 
trose in physiological salt solution was used 
as our first diluent. This was later changed 
to physiological salt and sodium citrate solu- 
tion. Plasma stored in the latter diluent 
changed color and developed a black precipi- 
tate. These changes were not observed in 
plasma preserved at room temperature for 
18 months in the dextrose diluent. We have 
concluded from these observations that dex- 
trose in the diluent is advantageous. 


35. Powell, H. M., and Jamieson, W. A.: Merthiolate as a 
Germicide, Am. J. Hyg. 13:296-310, 19381, 
86. Literature, Eli Lilly and Co. 
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Storage of Plasma 


A study has been made to determine the 
effect of storage on plasma; sterility during 
long storage, changes in the chemical con- 
stituents, effect of storage at room tempera- 
{tures on the protein fractions, changes in 
color, and precipitates that form. These 
studies and details of the administration of 
plasma stored at room temperature for pe- 
riods up to more than a year will be re- 
ported in detail in a later paper. Suflicient 
data have been collected for us to feel that 
certain general statements can be made at 
this time. 

Contamination by micro-organisms has 
not occurred in more than 500 preparations 
of plasma, 301 of which were cultured. Bot- 
les of plasma preserved with merthiolate in 
a coneentration of 1-10,000 have been ex- 
posed to the air at room temperature for 
periods up to six months. Frequent cultures 
have been found sterile. 

Following the administration of 53 pre- 
served plasmas, stored at room temperature 
for periods up to nine months, no reactions 
have been noted. Some of these plasmas 
were prepared from blood stored as whole 
blood for as long as eleven days, and con- 
tained considerable amounts of hemoglobin. 

Changes in color have been found to be 
due to the reduction of free hemoglobin, 
which is present in some degree in all plasma. 

Precipitates, other than fibrin, will appear 
in all preserved plasma after a month or so. 
The amount will vary, plasma prepared from 
non-fasting donor blood developing more 
precipitate than that prepared from fasting 
donor blood. 

Through the courtesy of Scudder and 
Longworth of the Rockefeller Institute, the 
electrophoretic pattern of the plasma _ pro- 
teins in stored plasma one year old was 
studied. Six other bottles of preserved 
plasma were studied by them for sterility, 
pH, potassium, sodium and ammonia content. 
No significant change was noted. 


The Use of Incompatible Plasma 


The use of plasma as a substitute for whole 
blood has two great advantages. First, it is 
a means of preventing the wastage of blood 
in institutions where blood is stored. Second, 
it provides a therapeutic aid to the emergen- 
cy treatment of shock and hemorrhage that 
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is not ordinarily available in all institutions. 
If it were necessary to type and cross match 
plasma immediately before its use, one of 
the greatest advantages which it has would 
be lost. 

Although the use of plasma without typing 
or cross matching is still a debatable ques- 
tion, nevertheless a sufficiently large number 
of infusions have been given to feel that it 
is at least as safe as the administration of 
whole blood. To date, thousands of trans- 
fusions of plasma to incompatibles have been 
given without a single report of a reaction 
ascribable to incompatability. The reaction 
‘ate from whole blood transfusions attri- 
buted to the use of incompatible blood is 
certainly much greater. DeGowan? reports 
incompatible reactions and 7 deaths in 3500 
whole blood transfusions. Tiber'®*) collected 
a series of 12,742 whole blood transfusions, 
with 22 fatal reactions. Many institutions 
have had incompatible reactions at one time 
or another, in spite of diligent care in typing 
and cross matching. 

However, a procedure is being developed 
that will assure the safety of the administra- 
tion of untyped plasma to incompatible re- 
cipients in every case regardless of quantity 
infused. The danger from the administra- 
tion of incompatible plasma can only be from 
the use of the rare high titre plasma. To 
eliminate this occasional high titre plasma 
Wwe are suggesting that the titre of all plas- 
mas prepared be determined, and that those 
under 1 to 100 be used universally and those 
over that titre be segregated for use as type 
specific plasma. This procedure will permit 
the use of the majority of the plasma as 
universal plasma and eliminate any danger 
from the occasional high titre plasma. 

Group AB plasma is perfect universal 
donor plasma, as neither agglutinin is pres- 
ent. Group O recipients are universal re- 
cipients of plasma because they have no ag- 
glutinogen in their red cells. 

Group O recipients account for approxi- 
mately 45 per cent of all recipients and can 
receive high titre plasma. Large quantities 
of incompatible plasma have been given safe- 
ly to single recipients. The data will be re- 
ported in a subsequent paper. 


37. DeGowan, E. L.: Grave Sequelae of Blood Transfusions: 
Clinical Study of 18 Cases Occurring in 8500 Transfusions, 
Assn. of Int. Med., April, 1938. 

38. Tiber, in Ann. Surg. 91:381, 1930; cited by Wiener, A. S.: 
Blood Groups and Blood Transfusions, Baltimore: Chas. 
C. Thomas. 
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The Administration of Plasma 


The same technique is followed in the ad- 
ministration of plasma as in the administra- 
tion of whole blood. Filtration is essential, 
and the stainless steel filter now available is 
ideal for that purpose. It is unnecessary to 
warm plasma, as it can be administered at 
any temperature from refrigeration to body 
temperature. Typing and cross matching, 
so essential for the transfusion of whole 
blood, can be in part or wholly dispensed 
with. We have given 152 incompatible plas- 
mas and 212 plasmas without knowing the 
blood group of donor or recipient. No re- 
action resembling an incompatible blood re- 
action has been noted. 

There are times when the intravenous ad- 
ministration of plasma is impossible or im- 
practical. This is particularly true in pedia- 
trics. For that reason we have investigated 
the feasibility of the intramuscular route. 

We have found that plasma is absorbed 
from the extra-vascular spaces almost as 
readily as physiological sodium chloride solu- 
tion, and that when salt solution is not ab- 
sorbed, plasma is not. Plasma is more readi- 
ly absorbed from the muscle tissue than it 
is from subcutaneous tissue. Absorption 
probably occurs by way of the lymphatics, 
and possibly through the capillaries when 
the need is great. Discomfort from the in- 
tramuscular infusion of plasma seems to be 
no greater than that from salt solution. 

The indication for transfusion in pedia- 
trics is usually for plasma rather than for 
red cells. In our hospital, where this fact 
is recognized, the pediatrician—Dr. FE. D. 
Andrews—often gives multiple infusions of 
plasma intramuscularly in the course of his 
daily rounds from a single bottle, using the 
same syringe and changing needles. If it 
were necessary to tranfuse whole blood or 
plasma intravenously, many cases in dire 
need of protein would undoubtedly not be 
tranfused. The simplicity of the intramus- 
cular infusion increases the use of plasma 
in subjects whose veins are difficult or im- 
possible to enter. 


Reactions 


Reactions following plasma infusions have 
been negligible, only 3 occurring in our series 
of 445 administrations—an incidence of .68 
per cent. The three occurred almost con- 
secutively, one plasma being given without 
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reaction between the first and second reac- 
tion. <All were typical pyrogen reactions, 
initiated by a chill, followed by a 2 to 4 
degree rise in temperature, with a return to 
normal in about four hours. An investiga- 
tion revealed the fact that the operating 
room force had been so busy that recipients’ 
sets were not cleaned and sterilized immedi- 
ately after use, but were allowed to soak in 
salt solution at room temperature for about 
forty-eight hours. Previous experience had 
taught us that reactions could be expected 
under these circumstances. 

Only one reaction occurred following the 
administration of incompatible plasma. By 
chance it happened that compatible plasma 
had been administered to two of the three 
patients who had pyrogen reactions. The 
third reaction was so typically a pyrogen 
reaction that incompatibility was not con- 
sidered. 


Conclusions 


1. Plasma is an ideal substitute for whole 
blood, particularly in emergencies. 

2. The indication for transfusion is often 
for the plasma protein fraction rather than 
the cellular fraction. 

3. In traumatic, operative or obstetrical 
shock, burns, infections or circulatory fail- 
ure, when the red cell count is normal or 
above, the indication is for plasma instead 
of whole blood. 

4. The conversion of out-dated bank blood 
to plasma prevents the wastage of blood and 
is an ideal source of plasma. 

5. Although plasma should be stored at 
refrigeration temperature, it can be stored 
at room temperature and transported long 
distances with safety. 

6. Merthiolate in a dilution of 1-10,000 
has proved to be a satisfactory preservative. 

7. The reaction rate following the admin- 
istration of plasma is negligible in compari- 
son with whole blood transfusion. 

8. Plasma has been given to its incom- 
patibles in a large series of cases without 
unfavorable reaction of any kind. 

9. The intramuscular administration of 
plasma has been found effective when the 
intravenous administration is impossible. 
This is particularly true in pediatrics. 

10. Blood banks are impractical in small 
institutions, whereas plasma banks are not 
only practical but when used regularly be- 
come almost indispensible. 
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PERSONALITY AND PSYCHOSIS 


ARTHUR P. NoyeEs, M.D., Superintendent 
Norristown State Hospital 


NORRISTOWN, PA. 


Since he has been the beneficiary of a 
kindly evolution, Homo sapiens has fortu- 
nately attained a status through which he 
enjoys an incomparably greater control over 
his environment than do other zoological 
classes or species. From it he fabricates in- 
struments that seem to assure his continued 
zoological supremacy. His superior intellect 
with its highly developed capacity for symbol 
utilization has, aided by his gregarious tend- 
encies, brought emotional and spiritual satis- 
factions that in many respects make him 
stand out in great contrast to less fortunate 
species. In spite of his remarkable advances 
in these various spheres, man remains a 
biological organism. For that reason even 
such highly integrated functions and _ re- 
sponses as striving, perceiving, thinking and 
feeling should be studied by the methods of 
biology, which in a broad sense is the study 
of organisms. It is in the terms of this 
science that the physician is’ primarily 
trained to think. That branch of biology 
that deals with the organism as a person is 
now often known as psychobiology—a biology 
of the personality, a study of its natural 
history. The question is at once prompted: 
What is the psychobiological entity which we 
know as the human personality? There are 
many conceptions of personality, and it is 
not easy to define what is meant by this 
term. Many definitions have been proposed, 
each discipline tending to construct one in 
the terms in which it is trained to think. 
Perhaps the psychobiologist may define it as 
that organization of constitutional, affective, 
ideational and conative capacities and ten- 
dencies which characterize the individual and 
largely determine his habitual patterns of 
behavior. 

The study of the personality must be from 
both a genetic and a dynamic standpoint. 
As I have already said man is a biological 
organism. Any conception of personality 
must therefore include that of its biological 
basis and its determination through the 
genes and their structuralized biological his- 
tory. The basis of the personality is prima- 
rily physical, organic, constitutional. The 
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nucleus of this basis, the central design of 
the personality is sketched in the germ plasm 
by the history of the species and the instinc- 
tive drives and urges which have made its 
continuity possible. Of scarcely less modi- 
fiable form are the specific, individual pat- 
ternings which have been received from 
more immediate lineage. While the organic 
background determines the general pattern 
according to which the personality is fabri- 
cated, yet it would appear that its particular 
characteristics are influenced much less by 
the constitutional than by the more dynamic 
conative and affective forces. 

Personality, it is obvious, is the product 
of the total forces of the organism, ones that 
are exceedingly complex. To understand the 
workings of the organism, and therefore of 
the personality, one must have data from 
the chemist, the physicist, the biologist, the 
physiologist, the anthropologist, the sociolo- 
gist and the psychologist. Of the various 
data those contributed by the psychiatrist 
are, we believe, the most comprehensive and 
informative. He possesses expert knowledge 
from certain of the fields mentioned, and we 
like to believe—perhaps at times without 
sufficient justification — that he possesses a 
certain acquaintance with them all. I believe 
that he more than others recognizes that 
psychology is not a distinctive science apart 
from physiology, anthropology, or even so- 
ciology. 

It will at once be recognized that the gene- 
tic and dynamic personality forces are ex- 
ceedingly complex if one considers such 
familiar psychobiological personality or 
energy tendencies as extraversion and intro- 
version. He would find it difficult to con- 
struct a formulation of the factors and forces 
that determine these personality character- 
istics. Hereditary, constitutional factors are 
important, but are biochemical and other 
physiological ones excluded? I[ntroversion, 
certainly, seems at times to result largely 
from external, psychological pressures. That 
psychological forces may exert great in- 
fluence is shown by the fact that at times 
the introvert seems to masquerade under the 
guise of the extravert. Finding himself un- 
able to secure the recognition he craves or to 
meet satisfactorily the demands of external 
reality, he succeeds by a great effort in turn- 
ing his energy outward. In his effort to 
satisfy his need for recognition and develop 
extraverted characteristics the introvert may 
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overcompensate and become arrogant and 
domineering. The true nature of the per- 
sonality will, however, usually ultimately be- 
tray itself, particularly if this compensation 
breaks in a psychotic expression. Parenthe- 
tically it may be added that in the opinion 
of many psychiatrists a hereditary introver- 
sion is more apt to go on to autistic thinking 
than is that which is more clearly psycho- 
logically determined. 

Whether one thinks in terms of Freudian 
concepts and conceives of the development 
of the personality as one of progress in the 
individual’s sex interests or whether he is 
more functional and looks upon personality 
development as the unfolding of preformed 
potentialities, with the original design ever 
being remolded by the enregistration of ex- 
perience, he will agree that there is an evo- 
lution of the personality. Perhaps more and 
more is the psychiatrist coming to believe 
that the dynamics of the personality, the 
forces of its development, lie in the interac- 
tion between the individual and an environ- 
ment, the forces of which are social and 
cultural—the individual being a psychobio- 
logical organism possessing both innate bio- 
logical drives and affective needs. Not only 
are there constant frustrations in the un- 
ceasing struggle between this psychobiologi- 
cal organism and the forces of the culturally- 
conditioned environment that surrounds and 
penetrates it, but there are incompatibili- 
ties in its own values. There are the pri- 
mary urges common to all, plus the drives, 
tendencies and needs peculiar to the indi- 
vidual—some of which he may recognize, 
but most of which contribute to the struc- 
ture of the personality as subtly and as un- 
apparently as do the processes of metabolism 
to the physical growth of the organism. In 
view of the total complex of genetic factors 
and dynamic forces that contribute to the 
personality it is not surprising that the 
product is not always desirably integrated. 
Indeed a complete harmony of integration 
is scarcely possible or perhaps essential, since 
the personality which operates happily, effi- 
ciently and without tension and adjusts 
smoothly in its relation with others meets 
the requirements for a successful career so 
far as native endowment and opportunities 
permit. If, however, the result is to be har- 
mony rather than discord, the planning and 
orchestration of all the elements that con- 
tribute to the personality require a discern- 
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ing knowledge of the orchestral instruments. 

We have spoken of the human personality 
as a psychobiological entity, as the integrated 
product of constitutional, affective, ideation- 
al, and conative or striving capacities and 
tendencies. We have spoken in very general 
terms of the factors that enter into it and 
urged that the method of approach to its 
study be biological, which means that the 
life history and experiences of the person- 
ality should be studied as a part of the 
natural history of the organism as a person. 
This implies that inner experiences, external 
influences, instinctive drives and their frus- 
tration, psychological needs and stresses of 
the personality and the mechanisms by which 
the personality reacts to these demands and 
strains are biological facts no less than 
psychological states, although they must be 
studied more in terms of the whole organ- 
ism. There are facts of inner experience 
as well as of outer observation. Although 
psychological in nature, thoughts, emotions 
and strivings become no less valid scientific 
facts than chemical equations or tendon re- 
flexes. Approaching his problem from a 
genetic and dynamic point of view one must 
seek to understand the individual as a per- 
son in terms of his own life history with his 
specific emotional problems. One should 
analyze the personality and formulate in 
their proper relations the constitutional, 
somatogenic, psychogenic and social factors 
that have been operative in producing the 
total personality reaction, including that of 
the psychosis. With an analytic historical 
perspective of the personality, experiences 
and events can be brought into etiological 
relationship with its present status, whether 
that is one of successful adjustment or is 
characterized by disturbing psychopathology. 
In both instances the personality is a con- 
tinuum and one sees genetic-dynamic fac- 
tors working out into a natural culmination. 
Psychotic manifestations, therefore, are not 
queer additions to the so-called “normal” 
personality, but are specific aspects of psy- 
cho-physiological developments which, in es- 
sence, are identical in the normal and in the 
pathological case. 

The psychiatrist who approaches the study 
of the personality with the assumption that 
all manifestations of behavior are the ex- 
pressions of fundamental, underlying psycho- 
biological dynamics comes to look upon men- 
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tal disease aS an undesirable, socially im- 
practicable functioning of the personality. 
This maladaptive type of personality activity 
is, however, the logical outcome of impru- 
dent, inexpedient methods or mechanisms 
designed to satisfy psychological needs or 
purposes. The gestaltists speak of the be- 
havior of the individual as the resultant of 
stresses, tensions or valencies which exist in 
the total situation, and of any particular re- 
action as a means whereby such stresses may 
be relieved. The psychobiological psychia- 
trist has a comparable concept in mind when, 
as just indicated, he speaks of behavior as 
the expression of psychobiological dynamics. 

The psychiatrist, then, is concerned pri- 
marily with the behavior of a psychobiologi- 
cal organism, the total reaction of which 
may be defined as the personality. When in 
studying this personality he discovers un- 
usual psychobiological reactions he applies 
the term symptoms to them if they stand out 
so conspicuously or are so unusual that they 
are considered abnormal. Really, however, 
like other manifestations of the psychobio- 
logical organism these symptoms, these per- 
sonality expressions, are normal in the sense 
that they are natural or logical. Symptoms, 
then, are logical but extreme psychobiologi- 
eal reactions, the exaggeration of processes 
that have long been operative in the indi- 
vidual—processes, however, which because 
they did not adequately meet the emotional 
and other needs for which they were created 
became intensified until finally they came to 
stand out so strikingly as to be called Ssymp- 
toms, and, if disregardful of reality, called 
psychotic symptoms. Long before the ap- 
pearance of these psychotic symptoms there 
should, therefore, have been less striking 
manifestations of the psychobiological or- 
ganism’s effort to meet its emotional and in- 
stinctive needs. Since earlier in this paper 
it was stated that the human personality is 
the psychobiological entity the efforts to meet 
these needs must long have been expressed 
through the personality. This, as a matter 
of fact, is what is constantly discovered in 
our patients when we observe and analyze 
their personality characteristics and ascer- 
tain the dynamics of the personality forma- 
tion. In both the pre-psychotie and psycho- 
tic life there exist psychopathological pro- 
cesses and hehavior which the psychiatrist 
will not be content merely to describe or to 
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classify, but the functions of which he will 
attempt to determine as they relate to the 
goals of the psychobiological organism or 
personality and as they are expressed in the 
form of character traits. He will attempt 
also to analyze and reconstruct in their flow 
of dynamic relationship the common factors 
that have been operating in both personality 
or character traits and in the psychosis. In 
both the pre-psychotic life and in the psycho- 
tic symptom there will be revealed the way 
the patient has reacted to specific personal- 
ity needs, to the demands which life has made 
upon him. The patient’s history will show 
that the psychological techniques which he 
was accustomed to employ during his pre- 
psychotic life in dealing with the problems 
which confronted him are fundamentally the 
same as those which later created the psy- 
chotic symptom. The same mental mechan- 
isms, the same psychological goals which 
during the psychosis become exposed with 
obvious transparency were active in deter- 
mining character traits long before the psy- 
chosis appeared—or rather long before they 
so disturbed the individual’s social adjust- 
ment that he was termed psychotic. For 
after all is not the psychosis merely a way 
of life—a way which is designed to afford 
a more tolerable solution for the particular 
problems with which the individual is con- 
fronted, but a way which so impairs his as- 
similation as a social unit that society is apt 
to segregate him? Is not the psychosis in 
effect a way of working out basic emotional 
problems and difficulties? If the psychosis 
is a way of life adopted to meet problems 
too difficult to be successfully met by more 
socialized, more conventional methods, the 
psychiatrist will scarcely seek to make a 
“diagnosis” in terms of some disease entity. 
Rather will he attempt to analyze the com- 
plicated forces that have contributed to the 
organization of the personality, and the 
diagnosis will consist of a formulation of the 
problems to be met, of the techniques by 
which the individual attempted to meet them, 
and of the results to which these techniques 
led. The formulation of the patient’s clinical 
picture is therefore in terms of the familiar 
forces of everyday human life. To be sure, 
the physical state of the individual may in- 
fluence his ability to deal with these common 
problems and may stimulate reactions of a 
deeper psychological nature. The formula- 
tion, however, is the reconstruction through 
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a genetic approach of the patient’s inner 
life history. 

If the wounds, dilemmas and frustrations 
which life brings the individual produce 
problems so difficult and emotional needs so 
demanding that they can be met only by 
methods which impair or destroy one’s social 
assimilation—then evidence of attempts to 
deal with these problems and needs must 
presumably exist long before such extreme 
techniques are employed. The insights af- 
forded by psychiatry reveal clearly that this 
is the case, that psychological devices de- 
signed to meet its needs have long been 
shaping the personality along the lines which 
later in the psychosis stand out in such mis- 
shapen form. The insights contributed by 
psychiatry reveal, too, that a single mean- 
ingful process runs through both the pre- 
psychotic and the psychotic personality. In 
both there is a constant effort to work out 
deep-seated emotional problems and difficul- 
ties. The psychosis discloses more sharply 
both the attitudes which have been subtly 
developing for years in response to deeply 
seated psychological needs and the manner 
in which the personality has attempted to 
meet its stresses. The embryology of the psy- 
chosis may be studied in the pre-psychotic 
personality of the patient. The genetic fac- 
tors may often be detected in the early pat- 
tern and responsive tendencies characteristic 
of the individual personality. When the 
significance of this pattern is discovered, the 
psychosis comes to have a logical place in 
the pattern’s evolution. Personality charac- 
teristics and neurotic or psychotic symptoms 
frequently represent allied efforts toward the 
same goal. The same psychological theme is 
to be found running through personality, 
character traits and psychosis. Like more 
narrowly biological phenomena, such as 
fever, inflammation and other morbid pro- 
cesses, many personality characteristics 
which are conspicuously exaggerated and 
fixed, and most psychoses are defensive, pro- 
tective and reparative in purpose. Both such 
personality characteristics and the psychosis 
are expressions of the psychobiological or- 
ganism’s attempt to effect an adjustment to 
the interplay of psychological, social and 
physiological forces impinging upon it, the 
psychosis often representing a progressive 
evolution of the personality’s measures. 
When the significance of the patient’s per- 
sonality pattern is ascertained, the psychosis 
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is seen to have a logical place in the evolu- 


tion of that pattern. The symptom, whether 
it be the delusion, the hallucination in the 
psychosis, or the compulsive act or hysteri- 
cal paralysis in the psychoneuroses, performs 
a function in the life of the patient. A study 
of the personality will disclose that its strik- 
ing characteristics also serve some function. 
Just as the symptom is a_ psychobiological 
reaction of the total organism at the mental 
level and should be approached in terms of 
dynamic concepts, so the personality too 
should be studied by the same methods to 
ascertain the forces which determined its 
characteristics. A study of the personality 
pattern, like that of the psychotic symptom, 
should reveal the problems of the individual 
and the methods by which he is struggling 
to meet them. 

Reference was made to the fact that the 
same psychological theme runs through both 
personality and psychosis, molding the for- 
mer and determining the nature of the latter. 
A sense of insecurity, for example, may be 
created during the early development stage 
of the personality, perhaps because the child 
is illegitimate, perhaps because a mother’s 
assurances of affection are lacking, or be- 
cause for some other reason he fails to attain 
a feeling of “belongingness”. By kinder- 
garten age the insecure child may be tense, 
restless, and “nervous”. Then or a little 
later in childhood when confronted with 
tasks which are unusually hard he becomes 
panicky, and either gives up quickly or will 
not attempt anything that on its surface 
seems difficult. He constantly seeks the re- 
assurance of praise, of marks, of success, 
but never seems satisfied. He may run away 
from every situation that involves competi- 
tion, perhaps reverting to thumb-sucking or 
other childish habit. He is usually bashful 
in the presence of others. Even with the ar- 
rival of adult years the insecure person con- 
tinues timid and seeks the reassurance or 
approval of others. He is cautious, conserva- 
tive, frugal, lacks aggressiveness, is appre- 
hensive, and shrinks from responsibility. 
Decisions are made with difliculty. Changes 
requiring readjustments provoke tension and 
anxiety. Security is sought through various 
“faiths”. If he is religious his religion con- 
tains much family symbolism—God is a 
father who watches over him. Provided 
there are no other serious personality prob- 
lems, and the individual] through religion or 
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other supporting means obtains a certain 
feeling of security, he may pass through life 
without any seriously disturbing incident in 
his mental health, although with less voca- 
tional success than native intellectual endow- 
ment warrants. If, however, the source of 
support is removed by loss of position, by 
death of the spouse or by removal of other 
sustaining foundation, then the sense of se- 
curity may be destroyed. Especially is this 
apt to happen if the misfortune occurs at 
the involutional period when new physio- 
logical and psychological burdens are im- 
posed. Extensive changes are then taking 
place in the endocrine and vegetative sys- 
tems. Perhaps life has not brought either 
(he sueeess or the satisfaction that hope had 
cherished. The fact that opportunity no 
longer exists for repairing old errors or 
achieving new suecesses creates a sense of 
frustration and inereases the feeling of in- 
security. It is not surprising, therefore, that 
under these additional psychological and bio- 
logical burdens, this conspiracy of dynamic 
factors, the life-long insecurity of personality 
passes into depresion, apprehension, anxiety, 
ideas of death and hypochondriacal delusions. 

lrequently characteristics that permeate 
and color the entire life of the individual, 
although arising from emotional needs, de- 
velop less directly than do those that express 
au deeply seated insecurity of personality. 
For example a desire for personal value, for 
recognition, may evoke characteristics aimed 
to win self-esteem. ‘The dominant motive 
may be a struggle for attention, distinction, 
fame or social position. If combined with 
intellectual capacity and an environment pre- 
senting favorable opportunity this drive for 
recognition constituting a dynamic person- 
ality factor may lead to outstanding success 
and leadership. If frustrated, however, a 
fictitious substitute designed to meet this 
need may be developed and psychotie ideas 
of grandeur arise. 

Of much importance in determining per- 
sonality characteristics are those mechan- 
isms of defence known as reaction-forma- 
tions. These reactions arise from a persis- 
tent wish not to face the unconscious basis 
of our motives, and represent an effort to 
conceal and deny them. Basic personality 


characteristics which fail to meet self-im- 
posed requirements, impulses and drives that 
cannot be consciously acknowledged, along 
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with innate biological bases, determine psy- 
chobiological reactions which collectively we 
call the personality. Reaction-formations, 
through their function of excluding repudi- 
ated drives and desires from overt expres- 
sion or conscious recognition, play an im- 
portant part in personality formation. Over- 
strict character traits, for example, are often 
reaction-formations against forbidden tend- 
encies, drives or desires. <A timid attitude 
may mask hostility and irritability. Such 
precautionary measures designed to restrain 
certain impulses lead to the intensification 
of opposite types of behavior. A defence is 
secured by continual testimony to the con- 
trary. “The Lady doth protest too much, 
methinks” was said of the Queen in Hamlet. 
Closely allied to the mechanism of reaction- 
formation is that by which men fortify them- 
selves against deeply seated fears and _ in- 
securities by never admitting any misgiv- 
ings or mistakes—not even to themselves. 

Reaction-formations can searcely be called 
pathological unless they function with un- 
usual force or frequency ; yet these, like other 
personality patterns designed to satisfy some 
deeply seated emotional need, tend to become 
more stereotyped and extreme. Finally if 
the task of maintaining them becomes too 
great the effort may fail and the prohibited 
desires and drives come to expression in so 
overt and unrestrained a form that the be- 
havior is called psychotic. Again we see the 
same psychological theme running through 
personality and phychosis. 

In spite of the apparent stress in the lat- 
ter part of this paper on the psychological 
components of personality, [ wish to empha- 
size that the personality is the product of 
the total forces of the organism and that 
therefore those expressions of it which we 
designate as psychoses are likewise their 
product. There are those who believe that 
the psychoses are diseases, all of which are 
variants of the same disease process; that 
the causative agent is a toxic body; and that 
the study of them is through the spheres of 
biochemistry and pharmacology. Such fac- 
tors cannot be ignored, but they constitute 
only one phase of the problem. The nature 
and content of the psychoses are determined 
by the totality of the psychobiological or- 
ganism, including its past experiences. 

Finally, to paraphrase that delightful 
psychiatric writer, Macfie Campbell: The 
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human personality may be studied as a com- 


plicated reactive mechanism or as a system 


of spiritual forces. The latter, it seems to 


me, should not be excluded from the con- 
cepts of an inclusive psychobiology. 





MACROCYTIC ANEMIA IN EXTREMIS 
With Case Report 


FRANK B. MARSH, M. D. 
SALISBURY 


The subject of anemia remains a very in- 
teresting one despite the fact that, in the 
past several years, it has been the topic of 
no small amount of medical literature and 
the basis for a great deal of discussion at 
medical meetings. 

Of particular interest is the macrocytic 
type of anemia about which, until a few years 
ago, we knew very little. The brilliant dis- 
coveries made in regard to the mechanism 
whereby this type of anemia is produced, and 
the perfection tf an effective method of 
treating the disease constitute one of the 
high lights of recent medical advance. It is 
to W. B. Castle, George R. Minot, George H. 
Whipple, and W. P. Murphy that a great 
part of the credit is due for this outstanding 
contribution to medical science. 

While it is true that much discussion has 
been given to the etiology, the diagnosis, and 
the effectiveness of the various preparations 
in the treatment of the disease, very little 
space has been devoted to the treatment of 
those patients who through neglect, careless- 
ness, or ignorance have progressed into the 
desperate, critical phase of the disease. At 
this stage the patient’s blood picture is 
ominous. The number of red cells is reduced 
below a million; the hemoglobin is so low 
that it cannot be correctly estimated. The 
white count is found to be around 3000; the 
thrombocytes are considerably decreased, 
and the plasma protein is reduced below the 
edema level. The color index is 1.3 plus; 
the volume index approximates 1.4 ; the icte- 
ric index is above normal, and the percentage 
of reticulocytes below normal. The erythro- 
cytes vary much in size, shape, and hemo- 
globin content; the macrocytic, hyperchromic 
type of erythrocyte predominates. An in- 
creased fragility of the red cells in hypotonic 
salt solution is indicated by the fact that 
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hemolysis begins at about 0.38 per cent 
NaCL and is complete at 0.30 per cent. It is 
in behalf of the patient who presents these 
blood findings, along with the symptoms and 
physical signs to be described later, that I 
offer these thoughts for your consideration. 

Inasmuch as pernicious anemia, or idio- 
pathic macrocytic hyperchromic anemia, is 
the typical example of this kind of anemia, 
I shall refer to this type of the disorder in 
continuing this discussion. 

In the typical untreated case of pernicious 
anemia, there is a very definite sequence of 
events. Owing to the lack of the intrinsic 
factor, the conversion of the extrinsic factor 
into the Erythrocyte Maturation Factor (or 
hematopoietic substance) is prevented. Thus 
the erythrocyte manufacturing centers are 
deprived of that factor which determines 
the growth of the young red cell into the 
fully functioning matured erythrocyte. As a 
result of the arrest in the process of develop- 
ment, two unfavorable conditions arise: first, 
the red cells, being immature, are incapable 
of normal functional activity; and second, 
being imperfect in development, the cells 
lack the normal stability and are more readi- 
ly and rapidly hemolyzed. 

As these imperfect red cells fail to func- 
tion and as they become hemolyzed too rapid- 
ly, the demand set up by the tissues gives 
rise to a more rapid outpouring of even less 
matured cells which are, in turn, more sus- 
ceptible to hemolysis. If this process con- 
tinues the producing centers must sooner or 
later arrive at the point of exhaustion. In 
the more advanced stage of the disease the 
patient presents the features of a hemolytic 
anemia. 

In considering the cause of the hypopro- 
teinemia one may say that starvation prob- 
ably plays the most important part; for in 
the advanced cases of this type of anemia, 
pronounced gastro-intestinal disturbances 
prevent the digestion, absorption, and assimi- 
lation of what little food may be ingested. 
No doubt the associated disturbances of 
metabolism result in the interference with 
the formation of the normal plasma _ pro- 
teins. Whether there is any specific hor- 
mone or any other factor which may play a 
part in this regard cannot be definitely stated 
at this time. 

With these facts in mind, it is easy to 
visualize the mechanism producing the symp- 
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toms and the clinical manifestations which 
arise in the course of the disease. 

Inasmuch as the disease affects the three 
systems—the hematopoietic, the gastro-intes- 
tinal, and the neurologic—the initial symp- 
toms may be referable to all of these systems 
or to any combination of them. The weak- 
ness, fatigability, and breathlessness are 
most probably the result of the anemia. The 
numbness, tingling, and later the ataxia, may 
result either from the anemia or from the 
lack of specific neurotropic hormones, or 
from a combination of these two factors. The 
anorexia, glossitis, nausea, vomiting, and 
later the diarrhea, are probably due to the 
absence of Vitamin B, and other B tractions, 
and possibly to the lack of some extrinsic 
factor or some intrinsic factor as yet un- 
recognized, which is necessary for the proper 
functioning of the gastro-intestinal tract. In 
the later stages of the disease the disturbed 
vastro-intestinal function—the failure to re- 
tain, digest, and assimilate the ingested food 
—contributes much in aggravating the symp- 
toms themselves. 

As the patient with pernicious anemia ap- 
proaches the terminal phase—when the bone 
marrow approaches the stage of exhaustion 
—the symptoms and signs indicate that the 
patient is in a critical condition. The patient 
is prostrated, the weakness is pronounced, 
there is dyspnea on the slightest exertion. 
The patient is irrational at times, and fre- 
quently is disoriented. The lack of appetite 
is complete, nausea is constant, vomiting is 
frequent, and diarrhea is often pronounced 
and intractable. Incoordination characterizes 
the muscular action. The skin has the 
characteristic yellowish tint and the sclera 
have the peculiar pearly appearance. The 
patient has a low-grade fever, usually ac- 
companied by an afternoon rise to about 101 
degrees, The pulse is soft, compressible, and 
usually increased moderately in rate. The 
face, eyelids, ankles, and sometimes the en- 
tire body, are definitely edematous as a re- 
sult of the hypoproteinemia. It is at this 
stage that treatment must be given promptly 
and effectively to save the patient’s life. If 
the treatment is immediately and satisfac- 
torily administered, the patient may be re- 
stored to a remarkable degree of health and 
usefulness to himself and his family. 

In the treatment of the patient in such a 
condition, two things are of paramount im- 
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portance. These are: (1) the introduction 
into the patient’s body of sufficient EMF to 
meet the urgent requirements; and (2) the 
restoration of the plasma protein to such a 
level that body functions can be quickly and 
effectively reestablished. 

It is quite important to be sure that the 
quantity of the EMF being administered is 
sufficient and adequate. It is to be stated 
emphatically that the amount that is neces- 
sary to be effective is many times that which 
is required in the moderately advanced case 
of this type of anemia. It is no time to be 
conservative in the dosage, for one has no 
time in which to await results and increase 
the dose later. It is my opinion that about 
20 units of concentrated liver extract given 
intramuscularly daily for three doses, fol- 
lowed by the same amount every other day 
for four doses, and then every week for 
several doses will result in remarkable im- 
provement even in the most advanced cases, 
when given in conjunction .with the rest of 
the necessary treatment. Undoubtedly, the 
explanation for the very large amount of the 
EMF necessary in these cases is two-fold: 
first, there is an associated liver damage; 
and second, the body begins to replenish the 
reserve which under normal circumstances 
is stored in the liver, thus taking up from 
the circulation a considerable portion of the 
amount injected. 

There are three avenues of restoring the 
plasma protein. The gastro-intestinal route 
is, of course, to be preferred. In such a ease 
as the one under discussion, this method of 
approach is entirely too slow and too in- 
effective even to be considered. Transfusion, 
either by the direct or indirect route, is quite 
effective and, as a general rule, the method 
of first choice. There may arise, however, 
certain circumstances which might make the 
intravenous administration of blood plasma 
more desirable than the whole blood. This 
is particularly true in those cases in which 
the anemia is pronounced, the hypoprotein- 
emia is marked, and the need for serum 
protein is great. In such cases it is urgent- 
ly necessary that the hematopoietic system 
be stimulated to its greatest capacity in the 
production of the erythrocytes. It is, there- 
fore, undesirable to introduce any factor 
which may depress this function or fail to 
produce the maximal stimulation of the 
blood-making mechanism. It is held by some 
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writers” that the massive introduction of 
whole blood into the circulation results in a 
depression of hematopoiesis. It is thought by 
others'?) that small transfusions are unques- 
tionably more stimulating to the hemato- 
poietic centers than large transfusions. As- 
suming that these opinions are correct, we 
must conclude that the introduction of some 
whole blood is helpful, but that in addition a 
larger amount of separated plasma is indi- 
cated. By such a method a sufficient amount 
of the plasma may be introduced (without 
harmful effect) to restore normal osmotic 
pressure and relieve the physiological dis- 
turbances upon which many of the symptoms 
depend. 

This brings us to the third method of ap- 
proach in restoring the plasma protein— 
namely, the subcutaneous or the intramuscu- 
lar route. This method, of course, is avail- 
able only when we are administering the 
plasma separated from the cells. This, in 
my opinion, is a very practical and desirable 
method and, from the standpoint of experi- 
ence, has proved equally as effective and 
satisfactory as the intravenous route”. It is 
astounding to the uninitiated how rapidly 
the plasma is absorbed when introduced by 
gravity into the muscles of the thigh. When 
the speed of its absorption is witnessed, it is 
easy to understand why this method of ad- 
ministration, except in profound shock and 
severe hemorrhage, equals in efficiency the 
intravenous route. In some transfusions, as 
in the case to be discussed later, even with 
the most careful grouping, matching, and 
cross matching, the post-transfusion chil) 
cannot be avoided. By the intramuscular in- 
jection of serum diluted in an equal portion 
of five per cent dextrose solution, the hypo- 
proteinemia may be overcome and the re- 
actions associated with the transfusion can 
he avoided. While this last statement may 
be questioned by many, it has been true in 
our experience; for in a fairly large series 
of injections we have not seen the slightest 
reaction follow ”. 

There are two advantages of using whole 
blood which cannot be gainsaid. The first is 


1. Kh. Kh. Vilados: Clinical Evaluation of Mechanism of 
Blood Transfusion, Klinicheskaya Meditsina, Moscow, 15; 
1268 (Nos. 10-11); abstracted, J. A. M. A., 110:1242 (Aprn 
9) 1938. 

2. Harold W. Jones, Philadephia, Pa. Personal Communi 
cation, Feb. 1940. 

3. The blood was collected and the plasma separated by 

the method suggested and devised by Dr. John Elliott, 

Rowan Memorial Hospital, Salisbury, N. C. 
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that there is introduced in addition to the 
plasma a given quantity of cells which are 
capable of immediate and complete function- 
al activity. This is not, however, a very 
important consideration. The second is that 
there is introduced into the patient’s system 
a given amount of hemoglobin which will 
become available when the transfused cells 
are normally hemolyzed. This hemoglobin 
can be utilized in the construction of the new 
erythrocytes which by that time are being 
manufactured quite rapidly because of the 
restored function of the hematopoietic cen- 
ters. 

As adjuncts to the therapy described above 
I would suggest: thiamin chloride in large 
doses, intramuscularly; a high protein diet 
after the digestive function is restored; ribo- 
flavin and nicotinic acid when the tolerance 
of the stomach is obtained; dilute hydro- 
chloric acid, 2 to 4 cc. doses, after each 
meal; and iron, if the “hemoglobin lag” 
manifests itself. 

The response from such therapy is spec- 
tacular and gratifying to the physician. 


Case Report 


Mrs. J. D. H., a 63 year old white widow, 
was admitted to the Rowan Memorial Hos- 
pital on November 18, 1938, complaining of 
anorexia, nausea, vomiting, diarrhea, and 
weakness. 

History: The patient had been known to 
have a macrocytic, hyperchromic type of 
anemia since December, 1932. As long as 
she took the prescribed dose of anti-anemic 
factor she did very well, maintained a fairly 
good blood count, and, except for anorexia 
and weakness, was free from symptoms. On 
several occasions she became lax in follow- 
ing directions and relapsed into such an 
anemic state that transfusions were neces- 
sary before any response to liver or ventri- 
culin could be obtained. The transfusions 


4. This work represents a part of the research begun in 
1938 and now being carried on by Dr. John Elliott, the 
writer, and other members of the staff of the Rowan 
Memorial Hospital (Tatum, W. L. et al. A Technique for 
the Preparation of a Substitute for Whole Blood Adapt 
able for Use During War Conditions, The Military Surgeon 
Vol. &5. No. 6. December 1939; the Use of Plasma as a 
Subst*tute for Whole Blood, North Carolina Medical Jour 
nal, 1:288 (June) 1940), 

Type I plasma, containing no agglutinins, and Type IV 
containing agglutinins of low titre, are compatible with 
all four types of blood and have been used for patients 
of all four blood types. While Type II and Type III 
plasma have been administered to presumably incom 
patible types, without reaction, we advise, awaiting fur- 
ther investigation, the administration of the respective 
type plasma to those recipients of Types If and III. 
Type IV recipients whose blood contains no agglutinogens 
can receive plasma regardless of type. 
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necessitated by these relapses were given on 
March 4, 1933; April 28, 1935; March 15, 
1936; May 10, September 25, and November 
1, 2, and 4, 1938. Following each transfusion 
the patient had a chill and a rise of tempera- 
iure. Prior to May, 1938, she had always re- 
sponded nicely to administration of the anti- 
anemic factor following the transfusions. 
Practically no improvement followed the 
transfusions given in May and September, 
although more intensive specific therapy was 
instituted. Following the three transfusions 
given in November, the blood regeneration 
was apparently depressed rather than stimu- 
lated. 

The patient’s condition continued to be- 
come worse. The weakness became extreme; 
her appetite failed completely; nausea was 
constant; vomiting occurred frequently; 
diarrhea was persistent and _ intractable. 
Breathlessness was present on the slightest 
exertion, and edema of a moderate degree 
developed, affecting the face, eyelids, and ex- 
tremities. There were periods in which she 
was irrational and disoriented, and she ap- 
peared so ill at the time of her admission 
that the attending physician, as well as the 
family, despaired of her life. 

The patient’s past history was irrelevant 
except for the fact that she had been weak, 
nervous, and sleepless for several years be- 
fore the diagnosis of anemia was made. She 
had had no energy or endurance, although 
she appeared well nourished. Her appetite 
had been quite poor, and she had not eaten 
a well balanced or sufficient diet for some 
time. She had been attended by physicians 
in her home town and in Baltimore, Ashe- 
ville, and Philadelphia. Each time a diag- 
nosis of nervous exhaustion was made, in- 
asmuch as no organic trouble could be found. 

The family, marital, menstrual, and social 
history are a)) irrelevant. 

Physical Examination: The patient was 
irrational, disoriented, fretful and peevish. 
There was a moderate degree of edema of 
the face, eyelids, and extremities. The color 
of the skin and mucous membrane was quite 
pale and not subicteric. There were two or 
three questionable teeth, which had been 
pronounced healthy by the dentist not long 
before. The tongue was rather smooth ana 
pale. The heart was found to be slightly 
enlarged to the left. There was a soft blow- 
ing systolic murmur heard at the apex. The 


abdomen appeared negative except for an 
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indefinite mass which was felt in the epigas- 
trium; it apparently moved with respira- 
tions, and was not tender or painful. The 
spleen was not palpable. The pulse rate was 
90. The blood pressure was found to be 
120/70. The reflexes were normal; no ankle 
or patella clonus or Babinski was obtained. 

Clinical Course: Upon admission the pa- 
tient was given morphine and atropine for 
nausea, vomiting, and diarrhea. Under the 
effect of the opiate she was able to retain 
fluids fairly well and her diarrhea was 
checked considerably. On the next day she 
was given intramuscularly 300 cc. of blood 
plasma with 1000 cc. of 214 per cent glucose 
in normal saline solution. Six cubic centi- 
meters of concentrated liver extract (Lilly) 
was added to the infusion. 

Two days later an infusion was given, 
similar to the previous one except that 10 ec. 
of the concentrated liver extract was used 
instead of 6 cc. No reaction followed either 
of these injections. During the meantime 
the patient had been taking a little more 
liquid nourishment and had not been so 
nauseated or had so many stools. The face 
was slightly more edematous. The pulse had 
become weaker and of poorer quality. 

During the next three days the patient 
continued to lose ground and appeared to be 
rapidly approaching the end. On November 
25 a transfusion of 500 cc. of citrated blood 
was given, which was followed by a chill and 
a rise in temperature to 102 degrees. 

By November 27 the patient appeared to 
be slightly improved. She ate a little break- 
fast and seemed to enjoy it. The edema 
of the face was about gone at this time, but 
the pallor persisted. The patient appeared 
considerably improved by November 30. The 
blood count on that day indicated a definite 
change for the better. The bowels moved 
more naturally than for weeks previously. 

On December 3 the patient developed a 
phlebitis in the right femoral vein. Despite 
this her blood count and blood findings con- 
tinued to improve. The accompanying graph 
(Fig. 1) shows the changes in the red and 
white cell count, the hemoglobin, and the 
percentage of reticulocytes: and the day of 
administration, and the quantity of serum, 
blood, and liver extract given. 

At the time of her discharge (December 
15, 1938) the patient had a fair appetite, 
was no longer nauseated or vomiting, and 
had ceased to have diarrhea. The color of 
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Figure 1, Graph showing increase in Red Blood Celle, Hemoglobin, Reticulocyte Count 


and the corresponding drop in Color Index with the amount end date of 
administration of Plasma, Whole Blood and Liver Extract from November 1938 


to February 1940. 


the skin and mucous membranes was much 
improved. The right limb was still swollen 
as a result of the phlebitis. The tempera- 
ture, pulse, and respirations were normal. 
There was no longer any edema of the face 
or other parts. She appeared much stronger, 
was clear mentally, and was much more com- 
fortable in every way. 


Conclusions 


1. Macrocytie, hyperchromic anemia, even 
when the patient appears in extremis, is a 
condition amenable to treatment if treated 
promptly, efficiently, and in such a way as to 
meet the physiological requirements. 

2. The dose of the Erythrocyte Matura- 
tion Factor must be considerably larger than 
the dose necessary for the moderately ad- 
vanced case. 

3. In the presence of a definite hypopro- 
teinemia the restoration of the plasma pro- 
tein is an important part of the treatment, 
but only as a supportive measure while the 


Erythrocyte Maturation Factor is becoming 
effective. 


4. To avoid depression of the hematopoie- 
tic centers it is advisable to administer a 
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small transfusion, giving the bulk of the 
serum protein in the form of intravenous or 
intramuscular plasma diluted with an equal 
portion of five per cent solution of glucose 
in distilled water. 





ALBUMINOUS EXPECTORATION 
With Report of a Case 
I;LBERT A. MACMILLAN, M. D. 
WINSTON-SALEM 


The purpose of this paper is to review 
briefly a rare but serious complication of 
thoracentesis and to present a case. In 1902 
Riesman" reported in some detail a case of 
albuminous expectoration following thora- 
centesis and reviewed the literature until that 
date. The case reports until that time were 
almost entirely in the foreign literature, and 
it may be said that Riesman introduced the 
subject to the profession in this country. A 
search of the literature has not revealed a 
reported case since Riesman’s paper. 

It was my experience to encounter this 
distressing complication in a thoracentesis 
done in a case of pleurisy with effusion. Be- 
cause of the rareness of the condition, little 
attention is given to its possibility in the 
usual textbooks of medicine. 

The complication occurs most frequently 
in cases of acute effusion and is character- 
ized by profuse expectoration which develops 
within thirty minutes to eighteen hours 
after thoracentesis has been done. There is 
usually a period of relief following the re- 
moval of fluid, with a subsequent sudden on- 
set of coughing and expectoration. I[n Ries- 
man’s case the onset was during the last 
stages of the thoracentesis. In the case to 
be reported, the interval between the end of 
the procedure and the onset of expectoration 
was thirty minutes. The degree of dyspnea 
associated with the expectoration is in rela- 
tion to the amount of fluid expectorated., 
This may vary from a small amount to sev- 
eral hundred cubic centimeters. Death may 
result in certain extreme cases, though re- 
covery usually occurs in a few hours. 


Report of Case 


D. P., 


aged twenty-eight years, a colored 


female school teacher, had been well until 


1. Riesman, David, in The American Journal of the Medica] 
Sciences, 


1902, 


April, 
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the first week of February, 1938, when she 
began to cough and to complain of acute 
pain in the left side of the chest. 

Past Medical History: Her general health 
had been good. She had had an appendec- 
tomy in 1931, a tonsillectomy in 1935. 

Family History: Negative for familial di- 
Sease, 

Present Tilness: She had been able to 
attend regularly to her duties as a school 
teacher until the onset of the symptoms de- 
scribed above. On the first examination she 
was found to be suffering acutely with pain 
in the left side of the chest. The respira- 
tory movements were decreased on the af- 
fected side. There were no changes in the 
percussion note nor in vocal fremitus. There 
was a faintly heard pleural friction rub in 
the left mid-axilla. The temperature was 
99.6 F., the pulse rate 90, the respiratory 
rate 22. The blood pressure was 110/76. A 
diagnosis of pleurisy was made. The af- 
fected side of the chest was immobilized with 
adhesive strapping, and strict bed rest was 
advised. There was symptomatic improve- 
ment for several days, but after ten days re- 
examination revealed that a pleural effusion 
had developed on the left side. The media- 
stinum showed a slight shift to the right, 
and percussion revealed a flat note posterior- 
lv, from the scapular angle downwards. 
Breath sounds were not heard in this area. 
On March 2, 1938, chest x-rays were made 
at the Forsyth County Sanatorium by Dr. 
Paul A. Yoder. This examination confirmed 
the presence of a massive left pleural effusion 
with a shift of the mediastinum. No de- 
monstrable intra-pulmonary lesion could be 
seen. A one plus Mantoux was found to be 
present at this time. Thoracentesis was ad- 
vised in case dyspnea developed. During the 
following week there was evidence of in- 
crease in the size of the effusion, and hospi- 
{alization for thoracentesis was advised. Ac- 
cordingly, the patient was admitted to the 
City Memorial Hospital at 1:10 p.m. on 
March 9, 1938. At the time of her admis- 


sion the temperature was 98.2°F., pulse 110, 
respirations 26. At 4:30 p.m. thoracentesis 
was done, the tap being made in the seventh 
interspace in the posterior axillary line. 
Amber, frothy fluid was obtained readily. 
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1500 cc. of fluid was removed, the patient 
showing no sign of reaction. She was able 
to breathe more easily at once. About thirty 
minutes later, however, she began to cough, 
and to expectorate an increasing amount of 
thick, foamy fluid. At 5:30 p.m. her temp- 
erature had gone to 104°F. and the pulse 
rate was 148. She was breathing with difti- 
culty and there was marked evanosis of the 
mucous membranes. The thick fluid con- 
tinued to be expectorated until eventually a 
total of 650 ee. was collected. A hypodermic 
injection containing morphine sulphate, gr. 
1/6, and atropine sulphate, gr. 1/150 was 
given within a few minutes after the diffi- 
culty commenced, and repeated after one and 
one-half hours. A _ short time after the 
second hypodermic the expectoration ceased 
completely and the patient became comfort- 
able. The temperature dropped during the 
night until it became normal by early morn- 
ing. 

The patient made an uneventful recovery 
from this point. She suffered no further 
respiratory embarrassment, and within a 
period of three weeks there was almost com- 
plete resorption of the remaining pleural 
transudate. She has now gained twenty 
pounds in weight and is again in excellent 
general health. 

The aspirated fluid was amber and frothy, 
and coagulated upon standing. It coagu- 
lated into a solid mass upon boiling. The 
specific gravity was found to be 1.020. The 
reaction was alkaline. 

The expectorated fluid was very similar 
in characteristics to the fluid removed by 
the thoracentesis. It, too, was amber in 
color and was found to coagulate upon stand- 
ing. Its specific gravity was 1.020, its re- 
action alkaline, and it coagulated upon boil- 
ing. No blood was present in either the 
aspirated or the expectorated fluid. 

Riesman has suggested the term ‘“‘conges- 
tion by recoil’ as a means of describing what 
occurs in the compressed lung, suddenly al- 
lowed to expand as the pleural fluid is re- 
moved. Musser’) agrees with this explana- 
tion, and disagrees with Cohnheim’s view 
that the transudation of fluid is accounted 
for by degenerative changes in the vessel 
walls as a result of prolonged compression. 


2. Musser, John H.: Diseases of the Bronchii, Lungs and 
Pleura, Philadelphia, W. B. Saunders and Company. 
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The true explanation probably is that the 
pulmonary vessels, suddenly relieved of com- 
pression, become permeable to the blood plas- 
ma, which flows out into the tissue spaces to 
a degree that interferes with pulmonary 
function and results in dyspnea and expecto- 
ration. Capps! expresses the mechanism 
as follows: “The pathology is somewhat 
obscure, but an important etiological factor 
is the intense congestion of the retracted or 
atelectatic lung after the release of com- 
pressing fluid.”’ Capps recommends on theo- 
retical grounds the injection of air to replace 
the fluid in a patient who begins to show 
signs of impending trouble during the course 
of a thoracentesis. 

Dr. P. A. Yoder’ states that he has per- 
formed approximately 1500 thoracenteses 
without witnessing this complication. He 
states that he immediately ceases to remove 
fluid when he observes a cough or any evi- 
dence of respiratory embarrassment. He 
makes it a practice never to remove fluid 
rapidly or in a large quantity at a single sit- 
ting. 

It does appear that these two factors are 
important in the production of albuminous 
expectoration, and that we are seeing fewer 
cases now because of increased respect for 
the procedure of thoracentesis. In the case 
presented, 1500 cc. of fluid was removed at 
one sitting, and in a relatively short time. 
In most of the cases reported in the litera- 
ture, at least this amount had been removed, 
and in some instances as much as 5000 ce. 
It would appear wise to keep in mind the 
possibility of this rare complication, and to 
remove the fluid slowly, and in small quanti- 
ties. The first sign of cough or distress dur- 
ing thoracentesis should be suflicient indica- 
tion to stop the procedure. 


Summary: Albuminous expectoration, a 
rare complication of thoracentesis, has been 
discussed, and a case presented. It is con- 
cluded that this complication may follow the 
removal of a large amount of fluid in a 
relatively short period. Cough and respira- 
tory distress, though not observed in the case 
reported, should be regarded as indications 
for cessation of the thoracentesis. 

8. Capps, Joseph A., in The Oxford Medicine, New York, 


Oxford University Press, Vol. Il, pp. 163-164. 
4. Yoder, P. A.: Personal communication to the author. 
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Heart disease has come to the forefront 
during the past decade as the “Captain of 
the Men of Death”. Between 1914 and 1939 
the death rate due to heart disease has more 
than doubled’. The majority of the deaths 
from heart disease occur during the fourth 
or fifth decades of life, when the individual 
should be at his best in matured achieve- 
ment. Although the general term, hyper- 
tensive cardiovascular disease, is applied to 
a majority of these deaths, syphilis ranks 
next to rheumatic heart disease as a cause 
of these fatalities with specific etiology. It 
has been estimated that in the United States 
between 30,000 and 40,000 deaths occur an- 
nually from cardiovascular syphilis. The re- 
lationship of syphilis to heart disease was 
described by Pare in 1575, Lancisi in 1724, 
Morgagni in 1761, Welch in 1876, Dohle in 
1886, and finally demonstrated in the dis 
eased aorta by Reuter and Schmor! in 1907. 

The prevention of cardiovascular syphilis 
lies in the adequate treatment of early 
syphilis. Among 402 patients with early 
syphilis observed for nine years by Moore 
and his associates”), not one of the 117 pa 
tients who received at least three courses of 
arsphenamine and mercury presented evi 
dence of cardiovascular involvement, where 
as 8.4 per cent of the remaining 285 patients 
developed one of the serious complications 
of cardiovascular syphilis. Although there 
has been a marked increase in the number 
of patients adequately treated for syphilis 
during the past three years, still probably 
less than 20 per cent of patients with syphi 
From the North Carolina Board of Health, the Section of 
Dermatology and Syphilology of the Department of Medicine 


Duke University School of Medicine, and the Public Health 
Division of the University of North Carolina School of Medi 


cine, 
1. Annual Report of the Bureau of Vital Statistics, North 
Carolina State Board of Health, 1937 


Moore, J. E. and Kemp, J. E.: The Treatment of Early 
Syphilis, II. Clinical Results in 402 Patients, Bull, Johns 
Hopkins Hosp, 89:16, 1926, 
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lis in North Carolina receive adequate treat- 

ment. This suggests, on the basis of a po- 

tential syphilis load of 10 per cent of the 
yeneral population, that there may be at any 
one time approximately 20,000 patients in 

North Carolina with syphilitic heart disease. 
It is also recognized that with the present 

casual diagnostic methods the diagnosis of 
cardiovascular syphilis is rarely made ante 
mortem. At Johns Hopkins Hospital during 
the period 1910-1930, of 105 patients with 
syphilitic aortitis proved at autopsy, in only 
16 per cent was it diagnosed or suspected 
ante mortem™’. A survey of the actual clinic 
records of these patients revealed that a 
diagnosis might have been reached in ap- 
proximately 33 per cent more of these cases, 
had recorded physical signs and symptoms 
not passed unheeded. The life expectancy of 
patients with cardiovascular syphilis ranges 
from one to ten years among patients with 
extensive involvement of the aorta to that of 
a normal lifetime for those with uncompli- 
cated syphilitic aortitis who receive adequate 
treatment. The usual evolution of syphilitic 
aortitis is such that the less severe grades 
gradually progress to the more severe. It 
follows, therefore, that the earlier the dis- 
ease is recognized and the patient is brought 
under treatment, the greater the life span 
of the individual. At the present time, of 
those cases recognized as cardiovascular 
syphilis the majority are not diagnosed until 
the second decade after the onset of the in- 
fection. If we hope to prevent irremediable 
damage, special efforts must be applied to 
make earlier diagnosis. 

Vonderlehr and Usilton™) estimated that 
approximately one-third of syphilitic pa- 
tients at thirty-five years of age have syphilis 
which is non-detectable by the usual serologi- 
cal tests. This is due either to treatment 
or to spontaneous reversal of the serological 
reaction. On the basis of postmortem studies 
Reid has shown that 23.8 per cent of patients 
with cardiovascular syphilis have negative 
Wassermanns; therefore, cardiovascular 
syphilis should be kept in mind with every 
adult patient who has a history of syphilis 
regardless of his serological status. 

8. Moore, J, E., Danglade, J. H. and Reisinger, J. C.: Diag- 
nosis of Syphilitic Aortitis Uncomplicated by Aortic Re- 
gurgitation or Aneurysm. Comparison of Clinical and 
0 «9g aaa in 105 Patients, Arch. Int. Med. 


4. Vonderlehr, R. A. and Usilton, Lida J.: The Chance of 


Acquiring Syphilis and the Frequency of its Disastrous 
Outcome, Ven, Dis, Inform, 19:396, 1985, 
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Among 211 patients with syphilitic aorti- 
tis proved by autopsy at Roper Hospital 
(records collected over a period of nine and 
one-half years), Wilson” has shown that 
every case with symptoms referable to the 
heart had one of the complications of cardio- 
vascular syphilis—i. e., involvement of the 
aortic valve, coronary ostia or aneurysms. 
-atients in this study who did not have one 
of these graver complications of syphilitic 
aortitis were asymptomatic; however, about 
one third of these patients with asympto- 
matic uncomplicated syphilitic aortitis had 
some perceptible degree of aortic dilatation. 

Therefore the problem which confronts a 
clinician in the diagnosis of uncomplicated 
syphilitic aortitis is that of finding this early 
lesion in a vigorous young adult approxi- 
mately thirty years of age, with a history 
of syphilis but with no complaints, who may 
have a negative serological test for syphilis. 


Evolution of Cardiovascular Syphilis 


In this paper the discussion of cardiovas- 
cular syphilis is confined to syphilis of the 
aorta. The primary lesion of syphilis in- 
volves the smallest lymph and blood vessels. 
It is characterized by a perivascular round 
cell infiltration with lymphocytic and plasma 
cell predominating, accompanied by an en- 
dovasculitis which eventually destroys the 
intima and leads to an obliteration of the 
lumen of these small vessels. The resulting 
ischemic areas become necrotic. The reso- 
lution of this necrotic focus is followed by 
sear tissue replacement. Since Nature has 
endowed the aorta abundantly with a rich 
supply of vasa vasorum, it becomes particu- 
larly susceptible during the invasion by the 
treponema pallidum. The weight of evidence 
suggests that in the aorta the original syphi- 
lis foci occur in the ramifications of the vasa 
vasorum within the media, with subsequent 
destruction of elastic fibers’. Further ex- 
tension of the lesion involves the aortic ad- 
ventitial and intimal tissues. On healing of 
these foci the elastic tissue is replaced by a 
relatively functionless fibroblastic tissue. The 
cumulative effect of alternating hemodyna- 
mic forces during each cardiac cycle acting 
on this sear tissue in the injured aortic walls 
results in stretching. The proliferation of 
5. Wilson, R., Jr.: Studies in Syphilitie Cardiovascular 
Disease; Uncomplicated Syphilitic Aortitis; Asymptomatic 


Condition, Am. J. M. Se. 194:178, 1937. 


6. MacCallum, W. G.: A Textbook of Pathology, Phiia- 
delphia, W. B, Saunders Company, 1982, 
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the lesion in the supravalvular portion of 
the aorta results at first in a fusiform dila- 
tation of the aorta. The progression of the 
lesion to this stage probably defines the 
upper limit of asymptomatic uncomplicated 


aortitis. Further extension of this lesion. 


toward the heart results in involvement of 
the aortic ring, with sagging of the attach- 
ments of the aortic valve (causing valvular 
insufficiency), narrowing of the coronary 
ostia, or both. Syphilitic aortitis rarely 
yields symptoms until these graver compli- 
cations result. Severe localized damage to 
the media may occur, producing the anlage 
of an aneurysm. If the aortic valves remain 
competent, this will develop into a saccular 
aneurysm. If the disease is not diagnosed 
until these graver manifestations of syphi- 
litic aortitis present themselves, the optimum 
period for helping the patient is gone". 


Diagnosis 


The discussion will be limited to such 
clinical criteria as are pertinent to the diag- 
nosis of asymptomatic uncomplicated syphi- 
litic aortitis. A meticulous examination 
should reveal in at least one-third of the 
patients, unless there are other complicating 
illnesses (particularly those included under 
the general term of the hypertensive cardio- 
renal syndrome), one or more of the five 
clinical signs suggested below: 

1. Soft systolic murmur in the second 

right costal interspace. 

2. Tympanitiec aortic second sound in 
the second right costal interspace. 
Increased retromanubrial dullness. 
Increased jugular pulsation. 
Fluoroscopic evidence of a dilated 
and abnormally functioning aorta. 

The soft systolic murmur of an early 
aortitis may be due to a roughened intima, 
a dilated aorta with changes in the sound- 
ing structure, or a combination of these. 
The ejection of the blood column during 
systole through the normally constricted 
aortic ring into an abnormally dilated aorta 
above creates a venturi effect. The reduced 
pressure at the periphery of the central jet 
of blood causes eddy currents to be set up 
which will be reflected to the aortic walls, 
resulting in a vibration heard as a systolic 
murmur. This is represented schematically 
in figure 1. 
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7. Reid, W. D.: The Diagnosis of Cardiovascular Syphilis: 
Analysis of Clinical and Postmortem Findings, Am. Heart 
J. 6:91, 1988, 
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FIGURE |. SCHEMATIC REPRESENTATION - 
OF EDDY CURRENTS RESPONSIBLE FOR VIBRATION 
OF WALLS OF DILATED AORTA 


The accentuated and tympanitic second 
sound in the aortic area is the result of the 
increased hydrostatic pressure with a water 
hammer effect on the competent aortic valve. 
This is produced by the larger volume of 
blood in the dilated aorta, which on the 
diastolic rebound snaps these valves together 
without the elastic cushioning effect of the 
normal aorta (fig. 2). 








FIGURE 2. SCHEMATIC REPRESENTATION 
OF REFLEX SURGE FROM DILATED AORTA 
CAUSING TYMPANITIC Ao. 


8. Turville, W. H. H.: Cardiovascular Syphilis, U. S. Nav. 
M. Bull, 87:287, 1989. 
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Increased retromanubrial dullness and in- 
creased jugular pulsation at this early stage 
of the disease have major significance. 
These findings, however, are not consistent, 
but probably suggest marked dilatation of 
the ascending aorta and the arch. 

Much controversy exists as to the value 
of the teleroentgenogram and fluoroscopy in 
discovering early syphilitic aortitis"’”., Kemp 
and Cochems'!!) (3) using Vaquez’ and 
3ordet’s"*) measurements, were able to show 
roentgenographic evidence of syphilitic 
aortitis in only 59 per cent of patients diag- 
nosed clinically as such. Blitch, Morgan and 
Hillstrom"'”’, using the methods of Hampton, 
Jones''*' tomeasure aortic dilatation, were un- 
able to find roentgenographic or fluoroscopic 
evidence of syphilitic aortitis among 30 pa- 
tients with syphilis of twelve years’ dura- 
tion or more. Maynard''” and his associates 
were able to identify syphilitic aortitis 
roentgenographically among 41.7 per cent of 
346 cases of late syphilis. Padget and 
Moore''* in a critical review of the literature 
on the roentgenographic diagnosis of un- 
complicated syphilitic aortitis, stated that 
commonly used teleroentgenographic studies 


9. White, P. D.: Heart Disease. New York, The Mac- 
millan Company, 19387. 

io. Palmer, J. H.: Roentgenology of Heart and Great Ves- 
sels, Canad. M. A. J. 40:3438, 1939. 


it. Kemp, J. E., and Cochems, K. D.: Studies in Cardio- 
vascular Syphilis: Teleroentgenograph in Diagnosis of 
Early Syphilitic Aortitis: Comparison of Findings in 1000 
Syphilitic and 600 Nonsyphilitic Individuals, Am. Heart 
J. 13:296-307 (March) 1937. 

12. Kemp, J. E., and Cochems, K. D.: Studies in Cardio- 
vascular Syphilis: Influence of Treatment of Early 
Syphilis Upon Incidence of Cardiovascular Syphilis, Am. 
J. Syph. Gonor. and Ven, Dis. 21:625-633 (November) 


1937. 
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13. Cochems, K. D. 5 ( 
vascular Syphilis, Il. The. Incidence of Syphilitic Aortitis 
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Among 1000 Syphilitie Individuals, Am, J. Syph, Gonor, 
and Ven. Dis. 21:282, 1937. 
i4. Vaquez, H., and Bordet, E.: The Heart and Aorta: 


Studies in Clinical Radiology, New Haven, Yale University 
Press, 1920. 
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Methods, South. M. J. 25:709, 19382. 

Bland, E. F. and Sprague, H. B.: 
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i7. Maynard, E. P., Jr.; Curran, J. A.; Rosen, I, T.; Wil 
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were valueless, that the left antero-oblique 
position might hold some promise, and that 
fluoroscopic examination in the hands of a 
competent observer may have some value. 

Fray ") © @) ©2) @3) eonsiders the left 
antero-oblique position, with his transverse, 
vertical and height-width indices, a superior 
method of determining aortic dilatation. The 
transverse arch index failed only twice to 
indicate aortic dilatation among 75 patients. 
These two patients had emphysematous 
chests. 

The advantage of the left antero-oblique 
position lies in the fact that the lateral bor- 
ders of the projected supracardiac shadows 
are probably caused by the aorta. The heart 
in this position also presents the intraven- 
tricular septum perpendicular to the fluoro- 
scopic screen. Thus, the right and left ven- 
tricles are equally presented in relation to 
each other. In the antero-posterior position 
the right lateral border is frequently the 
superior vena cava, while the left is the pul- 
monary artery. The right antero-oblique 
position has relatively less value. In this 
position, the shadow of the descending aorta 
is superimposed on that of the ascending 
limb. 

The relative positions of the various struc- 
tures in mediastinal shadow of the left an- 
tero-oblique position are schematically pre- 
sented in figure 3. The cross section is repre- 
sented as taken just above the base of the 
heart at about the level of the fourth thoracic 
vertebra. In order to measure these struc- 
tures with the minimum amount of distor- 
tion a two-meter target distance should be 
used. This requires about sixteen times as 
much power as ordinary fluoroscopic examin- 
ations. If an orthodiagraphic tracing is 
made of the supracardiac shadow, Fray’s 
indices can readily be determined. It should 
be borne in mind, however, that even at this 
distance there may be a distortion of 8 per 
cent to 12 per cent over the actual width of 
these structures. 

Of the three indices proposed by Fray the 
transverse chest-aorta measurement gives 
the greatest accuracy in measuring aortic 
dilatation. At the level of the aortic window 
the distance between the chest wall and cos- 
tovertebral angle is measured. This is 14.5 
cm. on figure 3. At this same level the dis 
tance between the lateral borders of the two 
limbs of the aorta is determined. On figure 
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between these measurements equals 2.01. In 
normal persons this ratio can vary between 
2.1 and 1.8'°). When any perceptible de- 
gree of aortic dilatation exists this ratio is 
less than 1.8. 

The vertical ratio, measured from a base 
line at the junction of the right auricle and 
ascending aorta to the first rib and to the 
apex of the aorta at the junction of the left 
subclavian artery, is less accurate. In this 
figure this ratio 14.6/7.4 equals 1.9. The 
limits of 2.2 to 1.9 are considered normal, 
and factors less than 1.9 are abnormal. The 
height-width index of the aorta proper is 
determined by using the previously calcu- 
lated aortic measurements. The ratio 7.4/6.9 
equals 1.06 in figure 3. The normal limits 
of this index are 1.2 to .7. Factors below 
.7 are considered abnormal. 

In routine visualization of the mediastinal 
structures for the purpose of studying the 
degree and type of pulsation and localized 
abnormal expansion, the magnification given 
the supracardiac shadows at ordinary fluoro- 
scopic distances is not objectionable. 


Treatment 


The treatment of patients with detectable 
syphilitic aortitis must be conservative and 


prolonged. The aims of treatment are to 


24. Fossier, A, E.: Size of the Normal Aorta, Am, Clin. 


Med, 8:525, 1925, 
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arrest the process and produce symptomatic 
relief. It is of course impossible to replace 
destroyed elastic fibers, and improbable that 
a biological or serological cure will result 
from treatment, however vigorous or long. 
It is essential to avoid such a severe systemic 
reaction as a Jarisch-Herxheimer reaction at 
the coronary ostia or in the already weak- 
ened aortic wall. 

If arsenicals are pushed too quickly, the 
resulting rapid healing will cause such pro- 
liferation of scar tissue as to increase the 
difficulties already experienced by the pa- 
tient. This fibroblastic tissue reaction, pro- 
ducing a contractile scar in the structure at 
the base of the aorta, is responsible for the 
so-called ‘therapeutic paradox” of Wile. 

It is impractical to prescribe a standard 
ized treatment procedure for patients with 
syphilitic aortitis. These cases must be in- 
dividualized. In general, however, they 
should be prepared with two to three months 
of bismuth before being started on an arseni- 
cal. The arsenicals of choice are: neoarsphe- 
namine, beginning with doses of .05 or .1 
gram; and mapharsen, .01 gram. These 
doses are gradually increased to the normal 
dose for the patient’s weight. Continuous 
alternating courses of six to eight doses 
should be given for a period of at least two 
years. Patients with advanced cardiovas- 
cular involvement should receive relatively 
smaller doses of the arsenicals. 

It is also to be borne in mind that approxi- 
mately 25 per cent of patients with cardio- 
vascular syphilis have neurosyphilitic in- 
volvement. These patients must be carefully 
appraised before being exposed to the risk 
of thermotherapy. Tryparsamide is the drug 
of choice to be used after failure of either 
neoarsphenamine or mapharsen to arrest the 
neurological lesion within six months. 


Summary 


The problem of the diagnosis of asympto 
matic uncomplicated syphilitic aortitis is re- 
viewed. The patient usually is a vigorous 
young adult, approximately thirty years of 
age, Without symptoms and not infrequently 
with a negative serologice| test. The authors’ 
impression of important diagnostic criteria 
is developed. It is believed that meticulous 
examination, taking into account systolic 
aortic murmur, tympanitic aortic second 
sound, increased retromanubrial dullness, in- 
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creased jugular pulsation, and fluoroscopic 
evidence will reveal in a significant number 
of young syphilitic adults in the first decade 
ot their infection an aortitis which may be 
due to syphilis. Treatment must be indi- 
vidualized, conservative and prolonged. It 
should aim at an ultimate arrest of the 
syphilitic process and a symptomatic cure, 
with a minimum of reactions. 





TWIN PREGNANCY WITH RUPTURE 
OF THE UTERUS FOLLOWING SPON- 
TANEOUS DELIVERY OF THI 
FIRST FETUS 


With Report of A Case 
R. T. SINCLAIR, JR., M. D. 
W. Kk. MILLER, M.D., F.A.C.S. 
WHITEVILLE 


The purpose of this paper is to present a 
brief review of spontaneous rupture of the 
uterus during labor; and to report a case 
unusual in that it occurred in twin preg- 
nancy where one of the twins was born 
normally, while rupture occurred before de- 
livery of the other. 

Rupture of the uterus is not a new entity, 
but fortunately it is comparatively rare. In 
his forty years of obstetrical practice, De Lee 
is said to have seen only eighteen cases. 
Several hundred cases have been reported 
between the years 1895 and 1932. Of these 
cases 175 occurred following cesarean sec- 
tions. Jewett reported a case where one of 
twins was born spontaneously, while rup- 
ture occurred before delivery of the other. 


Etiology During Pregnancy 


Spontaneous rupture does not occur dur- 
ing the early months of pregnancy. Trau- 
matic rupture is due as a rule to attempts at 
abortion, usually criminal, and is almost al- 
ways followed by peritonitis and pelvic cel- 
lulitis. 

In rare cases, the uterine wall may be per- 
forated in several places by the syncytial 
cells in hydatidiform mole. 

Ruptures in the later months of pregnancy 
are most often spontaneous. They result, 
as a rule, from weakening of the uterine 
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wall because of such anomalies as scars, 
uterus bicornis, thinning or fibrosis of the 
uterine wall. 


Rupture During Labor 


The cases in which rupture occurs during 
labor are by far the most common. They 
are often difficult to diagnose and always re- 
quire immediate treatment. Cases in which 
rupture occurs as a result of trauma are far 
more numerous than those in which rupture 
is spontaneous. Trauma is frequently caused 
by rough and unskilled attempts at opera- 
tive delivery, the clumsy application of for- 
ceps, or embryotomies where bony fragments 
penetrate the uterus. 

Schumann lists the following causes of 
spontaneous rupture during labor: 

1. Separation of scars of uterine wall 
from previous cesarean section, myomec- 
tomy, placenta accreta, etc. 

2. Over-stretching of the lower segment 
in transverse presentation, neglected face 
with chin posterior, gross oversize of the 
fetus, pelvic tumors, or any obstruction to 
the vaginal outlet. 

3. Congenital defects, such as uterus bi- 
cornis. 


Frequency 


It is a disease of multiparity, seldom oc- 
curring in a primipara. Schumann reports 
one case in 6,000 deliveries, this being a 
traumatic rupture. Out of a series of 95,000 
cases reported in Philadelphia, the incidence 
of rupture was one in 3,600 cases. Fruend, 
in compiling the reports of seventeen au- 
thors, found one case in 2,114 deliveries. 

We must realize, of course, that most 
statistics are supplied by large hospitals 
where the incidence is necessarily high, since 
many of these cases would never reach a 
hospital except for such a complication of 
labor as this. 


Mode of Spontaneous Rupture 


The classical work of Band] in 1875 and 
that of Micaelis and Fruend form the basis 
of our present day knowledge concerning 
the mechanism of uterine rupture. During 
labor the uterus divides into an upper con- 
tractile segment made up of the fundus and 
a lower dilating segment composed of the 
fibers of the isthmus uteri and the cervix. 
At the junction of these two segments, there 
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is a well developed ring of muscle designated 
as Bandl’s or the contraction ring. The upper 
contractile portion attempts to push the fetus 
downward, and at the same time, to draw 
the lower dilating segment upward over the 
body of the fetus. The cervix is partially 
fixed by the sacro-uterine ligament behind, 
the bases of the broad ligament at the sides, 
and the connective tissue at the base of the 
bladder in front. At the same time, the 
round ligaments act as guy ropes to prevent 
the upper segment from pulling too far up 
over the fetus and away from the pelvis. If 
any obstacle offers itself to the advance of 
the presenting part, the upper segment tends 
to push upward above the child and, at the 
same time, to pull over it the dilated and 
stretched lower segment. Due to the posi- 
tion and irregular shape of the fetus, the 
lower segment is never dilated symmetrical- 
ly; rupture occurs where one portion is 
stretched to a greater extent than the other. 

This explains the instances in which there 
is some obstruction, such as contracted pelvis 
or tumor. Those cases where no obstruction 
is found are explained on the basis of a 
uterine wall weakened by such conditions as 
fibrosis, old sears, or syphilis. 


Pathology 


Spontaneous ruptures are usually divided 
into two classes: (1) complete—where the 
tear extends into the peritoneal cavity, and 
(2) incomplete—where the muscle is torn, 
but the peritoneum remains intact. Practi- 
cally all spontaneous tears begin in the lower 
segment. 





Symptoms 


Most writers maintain that by careful ob- 
servation of the patient, the majority of 
ruptures can be anticipated. Unfortunately, 
all physicians practicing obstetrics are not 
this observant; and many of the cases will 
tax diagnostic abilities to the fullest extent 
even after rupture. 

Previous to rupture the patient usually 
has a very stormy labor. She is restless, 
tosses and rolls about the bed. The pulse rises 
and is usually pounding. The respiration is 
panting. De Lee says that if the patient 
has syncopal attacks, one can infer that 
slight tearing of the uterus has occurred. 

At the time of rupture there is usually a 
severe lancinating pain, followed by cessa- 
tion of labor pains, falling blood pressure, 
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rapid febrile pulse, air hunger, and other 
signs of deepening shock. There is usually 
vomiting which tends to increase in severity. 
One outstanding symptom presented by the 
following case was sub-diaphragmatic pain 
referred to the shoulder region. On palpating 
the abdomen, the fetus seems to be lying 
directly beneath the skin. This was the first 
sign, other than apparent shock to attract 
attention in this case. Shifting dullness in 
the flanks, indicative of free fluid, is usually 
present as a result of hemorrhage. The diag- 
nosis is sometimes confirmed by vaginal ex- 
amination and by palpating the tear from 
Within the uterine cavity. 


Case Report 


Mrs. D. R., aged thirty-eight, gravida 3, 
Was first seen by one of us (R.T.S.) at her 
home on January 12, 1940. Labor began at 
6 a.m., preceded by rupture of the mem 
branes. A midwife was called, and accord- 
ing to her statement progress of labor was 
smooth and uneventful, with no unusually 
hard pains. The first baby was delivered 
spontaneously at 10 a.m. after a labor of only 
four hours. A few minutes after birth of 
the first child labor pains began again, but 
soon ceased. Both midwife and _ patient 
stated that the pains were very weak in 
character. A vaginal examination by the 
midwife revealed the head of a second fetus 
in the vaginal canal. She advised the hus- 
band to call a physician. The patient’s house 
was reached about 2 p.m., approximately 
four hours after the birth of the first child. 
Most unsanitary conditions prevailed. The 
patient was in a moderate degree of shock, 
and the bedclothes testified to 
hemorrhage. She was having no labor pains, 
but complained of pain beneath the right 
diaphragm radiating to the shoulder. The 
abdomen was distended and the fetal parts 
seemed to be palpable directly beneath the 
abdominal wall. Blood pressure was 90/50. 
The presenting head was in mid-pelvis. In- 
jection of 2 minims of obstetrical pituitrin 
Was given as a diagnostic measure to deter. 
mine whether or not pains could be initiated, 
but none resulted. Forceps were not used, 
because the slightest pressure on the pre 
senting head would push it through the 
superior strait of the pelvis. In order to 
deliver the second fetus quickly, an internal 
podalic version was done and the dead fetus 
delivered. Because of the continued hemor- 


excessive 





308 NORTH CAROLINA MEDICAL JOURNAL 


rhage the remaining pituitrin in the 1 ce. 
ampule was given without waiting to at- 
tempt delivery of the placenta. The uterine 
musculature responded well to the pituitrin, 
and most of the hemorrhage was controlled. 
By this time shock had deepened to an alarm- 
ing degree, and the patient was semi-coma- 
tose. Circulatory stimulants and morphine 
were administered, and the patient was 
transported to the Columbus County Hospi- 
tal, a distance of eleven miles. 

The past history was essentially negative. 
All previous pregnancies and labors were 
normal. 

Physical examination at the time of ad- 
mission to the hospital revealed a well de- 
veloped and fairly well nourished white 
woman, in a condition of severe shock. The 
skin was pale, cold, and clammy to the touch. 
The pupils were round and equal and reacted 
to light and accommodation. The conjunc- 
tivae and mucous membranes of the mouth 
were pale. There was marked enlargement 
of the thyroid, which was firm and homo- 
geneous in consistency with small nodules. 
Respiration was shallow and accelerated. 
Blood pressure could not be determined. Heart 
sounds were very faint and weak. The abdo- 
men was greatly distended and extremely 
tender. The fundus of the uterus was pal- 
pable just below the umbilicus, and was firm 
in character. Shifting dullness was present 
in the flanks, with fluid waves palpable. 
There was a bloody discharge from the va- 
gina, with edema and hyperemia of the vulva 
und vagina incident to labor and delivery. 
The severed umbilical cord was present in 
the vagina. 

Immediately after admission to the hos- 
pital, the patient was given 500 cc. of 10 per 
cent glucose intravenously. Four hours later 
another venoclysis of 500 ec. of 10 per cent 
ylucose was given. Red cell count was 3,- 
500,000; hemoglobin, 54 per cent; white cell 
count, 7,500; polymorphonuclears, 90 per 
cent. An immediate laparotomy was thought 
udvisable, but because the patient was such 
au poor surgical risk and no blood donors 
were immediately available, it was deemed 
best to delay operation until these could be 


secured, 

The next morning, January 13, a laparo- 
tomy was done under general anesthesia. 
When the peritoneal cavity was opened, a 
foul odor was encountered, and some 400 ce. 
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of free blood was found in the cavity. A 
large, irregular, transverse rupture in the 
lower left segment of the uterus was found. 
The rupture extended out into the left broad 
ligament; the urinary bladder had been torn 
loose from the anterior wall. Lying in the 
left lower quadrant were two well developed 
placentae, their membranes, and about fifteen 
inches of their cords. The distal ends of 
the cords were tied with umbilical tape. The 
operative procedure consisted in removing 
the placentae and as much blood as possible 
from the abdominal and pelvic cavities. A 
supra-vaginal hysterectomy was done; three 
cigarette drains were placed in the lower 
angle of the wound; and the abdomen was 
closed. 

A transfusion of 600 ec. of citrated blood 
was given immediately following operation. 
The immediate postoperative condition was 
fair. A Levine tube was inserted and pitres- 
sin given at regular intervals to relieve in- 
testinal distention. 500 cc. of 10 per cent 
glucose was given at 4 p.m. Sulfanilamide 
was given through the Levine tube. Another 
transfusion of 500 ce. of citrated blood was 
given at 10:30 p.m. 

The next day, January 14, another trans- 
fusion of 600 ce. of citrated blood was given. 

The clinical course proceeded satisfactorily 
with the patient receiving blood transfusions 
at two day intervals, supplemented by in- 
travenous fluids between times. On the sixth 
postoperative day the temperature went to 
101.4 degrees. It then assumed a septic 
course, with a daily variation of one to two 
degrees. It was thought that the patient 
was developing an intraperitoneal abscess, 
possibly subdiaphragmatic. There was defi- 
nite tenderness beneath the right costal mar- 
gin, and an ill defined mass was palpable in 
this region. X-ray examination on January 
22 revealed some elevation of the right dia- 
phragm. Sulfanilamide was discontinued and 
sulfapyridine begun. Diathermy was given 
over the abdomen twice a day. By January 
24, the patient began to show signs of cardiac 
decompensation, and digitalis was started. 
The use of intravenous fluids and whole 
blood was continued until January 30. The 
temperature returned to normal by lysis, and 
general improvement followed. The patient 
was discharged from the hospital on Febru- 
ary 14, 1940. 

On March 18 the patient was seen for a 
follow-up examination. The operative wound 
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had healed. Bimanual examination revealed 
the stump of the cervix high in the vaginal 
vault and the pelvic adnexa were found to 
be normal. The patient had returned to her 
vigorous household duties. She complained 
of irregular attacks of weakness, which were 
thought to be the result of hyperthyroidism. 
A basal metabolism test was made on March 
25, and was found to be plus 40. 


Conclusion 


1. The incidence of one case does not al- 
low the formation of any authoritative con- 
clusions; but it does serve to emphasize the 
fact that spontaneous rupture of the uterus 
is a potential danger in any obstetrical prac- 
tice irrespective of size or locality. 

2. Spontaneous rupture may occur during 
the course of an unusually easy labor, and 
may go unrecognized. 

3. This entity should be kept in mind by 
all who practice obstetrics, and if it is sus- 
pected, immediate and appropriate treatment 
should be instituted. 





A REVIEW OF THE DATA ON SIX 
HUNDRED WOMEN TESTED FOR 
PATENCY OF THE FALLOPIAN 

TUBES 
ROBERT THRIFT FERGUSON, M.D., F.A.C.S. 
CHARLOTTE 


Barrenness was spoken of sixteen times 
in the greatest of all books, the Bible. So 
far as I know, nothing practical was done 
for its relief until about twenty years ago, 
when Rubin insufflated the tubes and showed 
us how to get at the etiology of sterility. 
After seeing Rubin work, some eighteen 
vears ago, I devised a very simple apparatus 
for testing the patency of the fallopian tubes, 
which I have used ever since, and which, on 
account of its simplicity and low cost, is 
used all over the United States and in many 
foreign countries. Some equipment for test- 
ing the patency of the fallopian tubes is a 
necessary part of the armanentarium of 
every gynecologist and obstetrician. In many 
patients who complain of pelvic symptoms 
the diagnosis will be made when the tubes 
are tested and found non-patent. 

In reviewing a large series of patients 
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treated for sterility I shall take into con- 
sideration some forty conditions that have 
come under my observation, going into de- 
tail regarding the more important ones and 
merely mentioning others. 

The average age of the patients repre 
sented in this group is twenty-eight. The 
average age for the menarche is thirteen, 
while the average number of years these 
patients were married is seven. 

Leukorrhea from various causes is the 
deterring agent to conception in many in- 
stances; and chronic cervical infection, with 
thick ropy mucus plugging the internal os, 
and tightly adherent to its margin, is fre- 
quently the causative agent in sterility. 
Many of these patients will conceive follow- 
ing cauterization of the cervix and the clear- 
ing up of this tenacious mucus. Forty-two 
per cent of the patients in this series suffered 
from various types of leukorrhea and _ re- 
quired some form of treatment. Cervicitis 
and endocervicitis go hand in hand with 
leukorrhea, and in this series 32 cent 
were so afflicted. 

Kight per cent of the patients in my series 
had stem pessaries inserted before | 
them. Too many intra-uterine pessaries are 
inserted where the indications are not clear, 
I have the records of many patients who 
have had stem pessaries inserted and who 
have been sterile since. Pessaries for sup 
porting malpositions of the uterus are won- 
derful aids to the gynecologist, but I men- 
tion stem pessaries only to condemn them. 
The only condition that I believe really justi- 
fies the use of a stem pessary is the ante- 
flexed type of uterus, and unfortunately this 
is not always relieved. 

Forty per cent of the patients in this group 
had had previous operations either for 
sterility or for other pelvic complaints. | 
find that a great many patients who have 
been operated upon are sterile afterwards. 
Removal of one tube or ovary is frequently 
followed by sterility, particularly where the 
operation has been for acute or chronic sal- 
pingitis. 

Dilatation and curettage are often followed 
by sterility. The reason for this is not satis- 
factorily explained, unless in seraping the 
uterine cavity in the region of the tubal 
ostium an over-zealous operator might cause 
scar tissue to be formed which blocks the 
uterine ostium. Suspensions are frequently 
followed by sterility, and on re-operation 
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many adhesions are found to exist in both 
sides of the pelvis. 

Former pregnancies, miscarriages, and 
abortions account for a great many secondary 
sterilities, due to such sequelae as infections, 
lacerations, retroversions, and curettements. 
In many cases the only history obtainable 
that could possibly have any bearing on the 
sterility is the fact that the patient had an 
abortion, voluntarily or illegally performed. 
We are all aware that physicians who pro- 
duce abortions illegally usually do them in 
their offices under most unfavorable condi- 
tions, and that many infections follow. I 
have the histories of many women who have 
had involuntary abortions and who have 
been unable to conceive since. I am unable 
to account for this. 

Malpositions of the uterus account for a 
large number of sterilities. Where adhesions 
are present it is necessary to perform some 
tvpe of operation, and many will conceive 
following the proper adjustment in the pelvis. 
Others who have uncomplicated retrover- 
sions are relieved by replacing the uterus in 
its proper position and inserting a suitable 
pessary. Retroversions do not seem to play 
such an important part in sterility with the 
multiparous woman, but a large percentage 
of nulliparas with complete retroversion will 
not conceive until the uterus is replaced. 
Forty-two per cent of this series had the 
tubes obstructed by retroversion or other 
malposition. Women with severe anteflexions 
are frequently sterile, and nearly always 
suffer from intractable dysmenorrhea. 

Former ectopic pregnancies occurred in 
only one per cent of this series. The condi- 
lion that caused the ectopic originally is no 
doubt the cause of further sterility. 

A fleeting enlargement of the thyroid in 
girls around the time of puberty and shortly 
thereafter is a rather common occurrence, 
but under the influence of iodine most of 
these enlargements will disappear. 1 have 
seen enlarged thyroid in 7 per cent of this 
Hypothyroidism is a very common 
factor in sterility, and many patients of this 
type will conceive following the administra- 
tion of thyroid when indicated—particularly 
those who are suffering from obesity, ame- 
norrhea and oligomenorrhea. 

Cultures and smears are made on all pa- 
tients who have a vaginal discharge, and in 
only 6 per cent has gonorrhea been proven 


series, 


NORTH CAROLINA MEDICAL JOURNAL 





June, 1940 


at the time. This does not mean that a large 
percentage of sterile women have not been 
victims of the Neisserian infection. In my 
experience it is impossible to find the gono- 
coccus present in any patient who has had 
the infection for as long as a year, unless 
this patient has had a re-infection very re- 
cently; however, the symptoms and patho- 
logical findings in many cases indicate very 
definitely that they have formerly had such 
infection. The Wassermann test is done in 
my office only on those patients who demon- 
strate symptoms that might lead one to 
suspect spirochetal infection. 

Some authors have reported as high as 25 
per cent of sterilities due to the male. If 
their figures were based on the absence of 
pelvic pathology, I should agree with them; 
but in actual fact only 2 per cent of the 
husbands examined in this report were 
sterile. I would like to make this notation, 
however—that I only examine the semen in 
those cases where the woman is found to be 
normal, with patent tubes, and still is unable 
to conceive. If the tubes are non-patent 
there is no reason to examine the male. 

Painful coitus usually indicates pelvic 
pathology. Sixteen per cent of the women 
in this series complained of this symptom. 
In many patients it is due to salpingitis or 
retroversion, and in such cases it is relieved 
by operative procedures. 

Headache is a frequent accompaniment of 
pelvic pathology, and was present in 61 per 
cent of this series. 

Backache is a common complaint in the 
female following the menarche, and the pain 
is often due to some other origin than pelvic 
pathology. Sixty-eight per cent of this group 
complained of backache. 

Dysmenorrhea has always been the hete 
noire of the gynecologist. Many patients 
with normal pelves suffer intensely when 
they menstruate, and some are not relieved 
by any treatment. Too many patients suffer- 
ing from dysmenorrhea have had the ap- 
pendix removed without benefit. A patient 
should be studied a long time before a chronic 
appendix is removed for dysmenorrhea. 
Forty-one per cent of these patients had had 
appendectomies. 

The passage of clots at the periods is such 
a common occurrence that unless they are 
very large or cause definite pain they are 
considered a normal part of the average 
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menstrual period. Forty-nine per cent of 
this series stated that they passed clots. 

It is rare that a person within this age 
limit has heart trouble, and my records show 
its occurrence in only 3 per cent. Tubercu- 
losis has been found by x-ray in only 2 per 
cent of these patients. 

Fistula and fissure in ano are mentioned 
only to show that they occur in about the 
same proportion that they occur in any other 
class of patient—1 per cent of the former 
and 414 per cent of the latter. 

Fibroid tumors are very common, but in 
my experience more of them occur in an age 
limit above the average of this report. I 
have found fibroids in only 6 per cent of 
these patients. 

Abscess in Bartholin’s gland is quite com- 
mon, and in a venereal clinic would show a 
very high percentage. Howev-r, in this study 
it occurred in only 3 per cent. 

Cystic ovaries were present in 19 per cent 
of the patients in this series. 

I have the blood counts and hemoglobin 
estimation done in every case that comes 
under my care. Nineteen per cent of this 
series showed a white cell count above ten 
thousand, and 23 per cent had a red cell 
count below four million. The blood pres- 
sure in this series averaged 110/72. Albumi- 
nuria occurred in only 3 per cent, and glyco- 
suria in 1 per cent. 

Now for the real purpose of this review, 
let us look at the findings following the tubal 
patency test. Fifty-six per cent of this series 
were found to have obstructed tubes, leaving 
only 44 per cent we could hope to benefit 
from the test itself. One fourth of these 
conceived following the test when nothing 
else was done. This number is not accurate, 
because I rarely hear from more than 60 per 
cent of the patients to whom I send ques- 
tionnaires. In my fifth series, reported a 
little more than a year ago, 75 per cent of 
those with patent tubes conceived following 
the test. 

I operated on 20 per cent of those who 
were demonstrated to have closed tubes. In 
every case the diagnosis was confirmed at 
operation, so that the value of the test from 
a diagnostic point of view is practically un- 
assailable. 

I have spent a great deal of time and 
energy on this subject for the past eighteen 
years, and from the large number of re- 
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quests for reprints and for the apparatus 
itself which have come from all over this 
country and from many foreign countries, | 
feel more than repaid for what I have been 
able to accomplish. 


STATISTICAL DATA ON 600 WOMEN TESTED 
FOR PATENCY OF THE FALLOPIAN TUBES 
(Series 1927, 28, 29, 32, 34, 39) 


Years 
Me ca ce ct we we ce 
Average menstrual age. ....... 18 
Average number years married. . . . . 7 
History: Percentage 
Previous operations: 
Appendectomies . . ... ... 41 
Tonsillectomies ....... . 50 
For sterility or other pelvic 
a 
Dilatation and curettage. . . . . 27 
Pessaries inserted . . .... . . 8 
Clots passed .......... 49 
Abscess in Bartholin’s gland . ... 3 
One or more pregnancies. . . . . . 33 
mermecarriages . . 1. ww tw te et ew ew BW 
Ectopic pregnancy ........ | 
Constipation kK oa * ee 6 oe 2 
Complaints: 
Headache. ........... 6! 
Backache. . ........ . .. 68 
Leukorrhea ........... 42 
Painful coitus . ....... .. J 
Dysmenorrhea . . ...... .. 60 
Findings: 
Cystic ovaries . 19 
Polyps 3 
Fibroids ih aw ig 6 
Malposition of uterus 42 
Cervicitis—endocervicitis 32 
Gonorrhea (proved) . 3 
Syphilis P 7 
Fistula in ano . 1 
Fissure in ano. . 11, 
Enlarged thyroid . 7 
Heart lesions 3 
Tuberculosis 2 
Albumin in urine . 3 
Sugar in urine . a 1 
White count above 10,000 19 
Red count below 4 million 23 
Sterile husbands To 2 
Average blood pressure, 110/72 
Results of patency tests: 
Pee OU gk ico a we we oe Me 
Non-patent tubes. . . . . . . .) . O56 
Operated on by me. ....... 20 
Pregnancy following test... . . . Of 





Biography. — Through biography the student is 
given an ideal, and this gives him an urge to so 
accomplish his tasks that he may live his life as 
a Marion Sims, a Theobald Smith, an Osler or a 
Thayer or at least yearn for those things which are 
accomplished by living thoughtfully in simple hones- 
ty.—Macnider, Wm. deB.: The Biologically Minded 
Physician, Science, 86:109-114 (Aug. 6) 1937. 
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Some may wonder what a_ pediatrician, 
who is supposed to limit his practice to chil- 
dren, has to do with counseling adults about 
their marriage problems. The answer of 
course is that the essence of pediatrics is 
prevention, rather than cure after disaster 
has struck; and if there is any disaster that 
can strike a child, and cripple him emotion- 
ally, it is disharmony between the two most 
important beings in his limited world— 
namely, his father and his mother. 

More and more frequently we _ pediatri- 
cians are tracing disturbances in the physi- 
cal as well as the mental and emotional 
health of our children back to unhappiness, 
and often to unhappiness between their 
parents. It is a truism to say to a group of 
physicians that the child from the unhappy 
home is very apt to develop the most bizarre, 
as well as the most common, kinds of be- 
havior problems. So it is the job of the 
pediatrician perhaps more than of any other 
medical man except the general practitioner 
—that almost extinct example of the genus 
medicus —to know something about the 
homes from which his patients come, and if 
necessary to be prepared to do something 
remedial about them. 

The first thing that pops into the head of 
the average present-day American, especially 
if he belongs to the group representing the 
third and fourth decades of life, when he 
gets into an emotional jam with his wife, is 
to start getting a divorce. A good doctor 
always considers operation as a last resort; 
but the operation of divorce, always a serious 
surgical measure, and usually a tragic am- 
putation, is becoming increasingly the first 
thought of the parents of our boys and girls. 

1 do not propose to discuss whether the 
home broken by divorce is better or worse 
than the home that is cracking and crumb- 
ling from nagging, jealousy and misunder- 
standing. The boarding schools and camps in 
which this mountain region of ours abounds 
are full of children from both sorts of back- 
ground. What I do want to call to your 
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Read before the Buncombe County Medical Society in 
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attention is the fact that there seems to be 
no one whose business it is to help parents 
whose marriages are going wrong, whether 
before or after they reach the stage of fail- 
ure that divorce confesses itself to be. I 
submit that it is the doctor, the family’s 
closest friend and adviser, whose business 
it is to render the service that is so sorely 
needed. 

You may remember that Mark Twain once 
said that everyone talks about the weather, 
but no one does anything about it. Why 
doesn’t someone do something about mar- 
riage, instead of just talking about it? 
Frankly, I suppose that it is because mar- 
riage involves sex. And wherever and when- 
ever sex raises its ugly head, the American 
promptly hangs his own in embarrassment. 

In this respect, the Anglo-Saxon differs 
from his Latin and Oriental brothers in an 
interesting way. He is not at all nonplussed 
by the narration of smutty stories or by the 
recital of amorous adventures. His news- 
stands groan under their load of porno- 
graphic magazines, once banned, but now 
admitted into his living room. But when it 
comes to a serious discussion of this, one of 
man’s two most engrossing preoccupations, 
he is struck dumb with modest confusion. 
And as for studying the art of love, or the 
problem of how to be happy though married, 
that is something completely outside his ken. 
He dismisses any efforts in this direction 
as lewd and licentious; and regards serious 
students of marriage, like the late Havelock 
Ellis, Dr. Robert L. Dickinson of Brooklyn, 
or Dr. Ernest R. Groves of Chapel Hill, as 
eccentrics. 

The Frenchman and the Oriental may not 
be more moral than we are; but they have 
been far wiser. They have considered sex 
as something well worth studying and under- 
standing, as far as it can be understood. No 
stigma is attached to the man who makes it 
a subject of serious consideration. 

As a matter of fact, the doctor is about 
the only person who can afford to touch the 
delicate subject of marriage and its prob- 
lems, in this peculiar civilization of ours, 
without running the risk of losing his repu- 
tation. The clergyman who attempts mar- 
riage counseling has to stand for disagree- 
able accusations; the so-called “consulting 
psychologist” is looked at askance; and ama- 
teur counselors are commonly regarded as 














June, 1940 


just plain busy-bodies—frequently, perhaps, 
with good reason. 

People turn naturally to the family doctor 
when they are in trouble; or if they haven't 
one, to the most human-seeming and ap- 
proachable specialist with whom they have 
any close contact. And those who are un- 
happily married certainly are in trouble, and 
their children, too, are deeply involved. But 
such is our national reticence in such mat- 
ters, that if the doctor shows the faintest 
suggestion of embarrassment, they close up 
like a bivalve, and go out from his office to 
consult the Christian Science reader or the 
next-door neighbor. And medicine has lost 
to the cultist another opportunity for ser- 
vice. 

What is needed by the doctor who wants 
to do this work acceptably? A familiarity 
with half a dozen text books*; a moderate 
acquaintance with present-day conceptions 
of psychology, such as an up-to-date phy- 
sician can safely be assumed to possess; and 
the experience any doctor picks up as he 
passes through this world. Given these, any 
medical man should be able to give adequate 
aid to his patients who need it so desperately. 

Perhaps the commonest marriage difficulty 
people meet with is based on our infantile 
idea that marital attractiveness is present 
in early maturity, and fades with middle- 
age. <A corollary or resultant belief is that 
divorce, followed by a marriage with a young 
wife to replace the older one, must neces- 
sarily be a pleasurable experience. Of course 
anyone who is emotionally adult realizes at 
once that the reverse is the case; that what 
is normal for the high school or college fresh- 
man who flits from date to date is a sign of 
emotional retardation in the married person, 
and that true marital satisfaction should in- 
crease, rather than fade, with the years. 
Hence the divorcee is an emotional failure, 
to be pitied as we pity the tramp who is a 
financial failure, the invalid who is a physi- 
eal failure, or the thief who is a moral fail- 
ure. The doctor who has the respect of his 


*The following books may be helpful: 


Elliott and Bone: The Sex Life of Youth, New York, As 
sociated Press, $1.50, 

Groves, Ernest R.: Preparation for 
Emerson Book Co., $1.50. 


Marriage, New York, Henry Holt, $4.00. 


Marriage, New York, 


Groves, Ernest R.: 


Groves, Ernest R.: Sex in Marriage, New York, Macaulay 
Co., $1.00. 

Gray, A, Herbert: Men, Women, and God, New York, As- 
sociated Press, $.85, 

de Schweinitz, Karl: Growing Up, New York, The Mac- 


millan Co., $1,00. 
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patient can educate him to a more mature 
emotional level than anyone else can. 

Without attempting a statistical analysis 
of the causes of marital unhappiness, I can 
say that two things stand out clearly. The 
first is that an astonishing amount of marital 
disharmony comes from seemingly trivial 
causes, such as differences in age, financial 
or social status, nationality, or religion. 

The second is that in a great majority of 
the cases that come to open rupture, and 
probably in quite as high a proportion of 
those that stop short of the courts, physical 
or sexual disharmony or lack of adjustment 
is at the bottom of the trouble, whether it is 
diagnosed or not. Stating it the other way 
round, it is amazing how successfully the 
most unpromising-looking marriages can 
work out, providing successful sex adjust- 
ment is attained. 

Here the doctor should certainly be at 
home. Yet while we doctors can warn a 
young man against the dangers of venereal 
disease, prostitution or masturbation, most 
of us are tongue-tied when a_ prospective 
husband comes to us for sensible first-hand 
information as to how to conduct his wed- 
ding night. I can not conceive of more 
dangerous counsel than to tell such a seeker 
after knowledge that whatever else happens, 
he must not fail to consummate his marriage 
the first night; yet that questionable nugget 
was the sum total of the treasure trove car- 
ried away by a young friend of mine from 
the office of an excellent obstetrician to whom 
he had appealed for advice 

Another of the most valuable and most 
badly needed aids the doctor can give is the 
correction of the common nexus of ideas re- 
garding the roles of the partners in coitus: 
(1) That the man has certain ‘conjugal 
rights” at all times, without regard to any 
mutuality of emotion in his partner; (2) 
that desire in the wife is a matter of no con- 
sequence; (3) that the virtuous wife should 
regard this whole business as more of an 
annoyance than anything else. 

I am amazed to find how commonly held 
are these ideas on the husband’s part, and 
how generally they are conceded by the wife 
as being perfectly correct. No one but the 
doctor can convince two such married part- 
ners of the dangers they are running, not to 
speak of the valuable experiences they are 
missing, by such dense ignorance of the vital 
role played by periodicity of desire in the 
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female. A marriage based on these ideas is 
almost foredoomed to failure; yet a little 
medical help could easily salvage it. 

A misunderstanding of each other’s point 
of view is frequently at fault. I remember 
an instance where an elderly couple disre- 
garded my usual practice of seeing the man 
and wife apart from each other, and the 
wife stated baldly that the cause of their 
visit was the infidelity of her husband, and 
the fact that he had infected her with a 
venereal disease. 

I turned in some surprise to the accused, 
expecting vehement and outraged denial. 
Instead I was dumbfounded to hear the smug 
confession, “Yes, doctor, I’ve been unfaith- 
ful!’ As soon as I could get them apart, I 
found that though they had lived together 
for years, and were genuinely in love with 
each other, there had never been a real un- 
derstanding between them as to what the 
husband considered the satisfying of his 
physical needs. Proper instruction would 
have made this straying from the family 
fold quite unnecessary. My task was far 
more difficult at this stage than would have 
heen that of the doctor who might have 
given them the information thirty years ago 
which would have saved them both a danger- 
ous infection, and an emotional tangle that 
threatened the happiness of a whole family 
as well as the actual sanity of a high-minded 
woman. 

Another case was that of a comparatively 
young man who had married a comely (lis 
vorcee some eight or ten years his senior, 
the mother of three adolescent boys. Their 
point of disagreement was the lack of re- 
spect shown him in small household matters 
by one of these children. Whenever the boy 
became too unbearable, the husband would 
resort to over-indulgence in cocktails; then 
the fireworks would start. 

All that was necessary was to suggest that 
both husband and wife avoid the alcoholic 
explosive that served to detonate the emo- 
tional charge. What makes the experience 
worth relating, however, was a remark the 
wife made about the break with her first 
husband. When I asked if she didn’t con- 
sider that there had really been no adequate 
cause for this divorce, she replied quite 
frankly, “Yes, I realize now how utterly un- 


necessary it was. I know that it could have 


been saved by just such steps as we are tak- 
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ing now with you. I don’t want my present 
marriage wrecked, as my first one was, by 
the want of a little plain common sense.” 

As to the technique of eliciting confidences, 
I should strongly suggest the reversal of the 
usual office or consulting room arrangement, 
so that the patient is allowed to sit where 
the light does not fall upon his face. Another 
way in which the procedure in this sort of 
counseling may wisely differ from the ordi- 
nary, consists in asking questions, not to get 
information on which to base advice, but 
rather to help the patient unburden himself 
of his difficulties. 

If the doctor will give what factual infor- 
mation is lacking and is plainly needed by 
the patient, and then will let him talk out 
his difficulties, it is usually unnecessary to 
hand out very much advice. The necessary, 
or at least the most desirable, course will 
almost always present itself to the patient; 
and it will do so far more cogently and con- 
vineingly than the doctor could possibly lay 
it down. A solution thus arrived at needs 
little urging in order to be followed. 

No, marriage will not always work of it- 
self, in spite of our blind optimism about 
this very difficult and complicated business. 
Many people will not make it a success, with- 
out outside aid of some sort. If this is to be 
rendered available on anything approaching 
a general scale, it must be at the hands of 
the medical profession. We have allowed too 
many of our functions to be assumed by un- 
prepared or ill-prepared substitutes, who 
give inadequate or actually harmful minis- 
trations where we could give adequate ser- 
vice. Shall we fail our patients who look to 
us for this help? 





Agents of Destruction.—These agents of destruc- 
tion are many. They are all about man. He is 
always on the defensive. His life depends upon the 
state of his preparedness for constant chemical war- 
fare against both plant and animal invaders. He 
is attacked by worms; roundworms, hookworms, pin- 
worms, other kinds of worms; protozoa, bacteria 
and viruses. They would convert him into a regular 
British Museum of infirmities, as Mark Twain once 
said. They invade his intestines, his muscles and 
his vital organs, producing diseases which reduce 
his efficiency and often deprive him of life. These 
disease-producing organisms are the “reds” of cellu- 
lar organization and like the reds in human society 
interpret the privilege of participating in the bene- 
fits of organization as a right to destroy what exists. 
The human system must fight incessantly to main- 
tain its integrity and life—M. L. Crossley: Recent 
Advances in Chemotherapy, Science, 91:369 (April 
19) 1940, 
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SCIATIC PAIN AND HYPERGLYCEMIC 
RESPONSE TO GLUCOSE 


TOLERANCE TEST 
C. T. Smitu, M. D. 
Rocky MOUNT 


In his study of 226 cases of diabetes mel- 
litus having neurologic disturbances not ob- 
viously due to a condition other than diabe- 
tes, Jordan"! divided them into four groups: 
(1) hyperglycemic type, 34 cases; (2) cir- 
culatory type, 27 cases; (38) degenerative 
type, 45 eases: (4) neuritic type, 120 cases. 

The hyperglycemic group comprised cases 
with tenderness along the course of the nerve 
and muscle affected and with an abnormally 
high blood sugar, in which the symptoms 
were relieved by adequate 
ment. In 26 of the 34 eases of this group, 
pain involved the legs only. 

It is generally accepted that sciatic pain 
does occur with diabetes mellitus in a certain 
number of cases. It is significant that the 
occurrence does not depend on the degree 
of hyperglycemia. The intimation that hy- 
perglycemia is an etiological factor in the 
leg pain suggests further that patients with 
sciatic pain, in the absence of other obvious 
causes, may show a hyperglycemic response 
to glucose tolerance tests. The 123 cases pre- 
sented below belong in this category. The 
patients presented themselves for the relief 
of pain along the course of the sciatic nerve. 
There was no obvious cause for the neuritis, 
and nothing in their histories to suggest 
diabetes. After the presence of hypergly- 
cemia was established, they were put on a 
diet containing carbohydrate 120 grams, fat 
80 grams, and protein 80 grams, some form 
of vitamin B,, and 10 units of insulin each 
day (except for 8 cases in which diet and 
vitamin B,; alone were employed). When 
possible, the patients returned later for post- 
prandial blood sugar estimations. 

The one-hour, two-dose tolerance test was 
used ; for it demonstrates the paradoxical law 
of dextrose as enunciated by Allen). The 
interpretation of Gould’* et al, was selected 
over that of Exton and Rose’, as one of the 


diabetic treat- 


1. Jordan, W. R.: Neuritic Manifestations in Diabetes Met 
litus, Arch. Int, Med. 57:307, 1936. 

2, Allen, F. M.: Glycosuria and Diabetes, Boston, W. M. 
Leonard, 1913, p. LI79. 

8, Gould, S. E., Altshuler, S. S., and Mullen, H. S.: One 
Hour Two-Dose Glucose Tolerance Test in the Diagnosis 
of Diabetes Mellitus, Am. J. M. Sc. 193:611, 1937. 

4, Exton, W. G., and Rose, A, R.; A One-Hour Two-Dose 
Glucose Tolerance Test Based on Allen’s Paradoxical 


Law, Am, J, Clin, Path. 4:381, 1984, 
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criteria of the latter is the appearance of 
sugar in the urine. This does not seem neces- 
sary to establish the existence of alimentary 
hyperglycemia. 


Presentation of Cases 


Case 1; A.C.J., aged fifty-four, a soft drink 
bottler, was admitted to the hospital 
August 5, 1936, with complaint of pain down 
the back of the right leg extending to the 
foot. This had occurred twice each year for 
seventeen vears, lasting from thirty to sixts 
days each time. The usual orthopedic pro- 
cedure had not given relief. 


on 


Examination 
(disclosed tenderness along the course of the 
right sciatic nerve. There was slight wast- 
ing on the right with Lasegue’s sign and 
normal Achilles reflex. Tolerance test: 100, 
215, 250. Treatment: Diet, insulin, and B, 
therapy. After five days he was relieved of 
pain, Blood sugar one hour after midday 
meal was 115 mgs. He was discharged on 
August 15. Blood sugar on November 15, 
one hour after morning meal, was 111 mgs. 
13, 19377, hour 
after midday meal was 76 mgs. He continued 
diet and insulin three months; diet alone six 
months; thereafter excluded sweets only. 
Cuse 2: A. EK. S. aged fifty-nine, a house- 
Wife, entered the hospital on August 17, 1937, 
for relief of pain of nine days’ duration in 
both hips and down the back of both legs. 
She was completely bed-riddden. /Mxamina- 
tion marked the 
course of both sciatic nerves, with Lasegue’s 
sign on both sides and Achilles reflexes 
diminished. Tolerance test: 109, 208, 250. 
Treatment: Diet, insulin, and B, therapy. 
The patient was discharged on August 29, 
1937, 


Blood sugar on March one 


showed tenderness down 


relieved. 

Case 3: L. J. W., aged fifty-three, a mer- 
chant, was seen on November &, 1937, be- 
cause of pain along the course of the left 
sciatic nerve. There was wasting. Lasegue’s 
sign was present. Tolerance test: 98, 204, 
9927. Treatment: Diet, insulin, and B, ther- 
apy. The patient was relieved and discon- 
tinued his insulin entirely, and followed his 


*At least two of the three following conditions 
must exist before a diagnosis of diabetes mellitu: 
is justified: 

1. <A fasting blood sugar which exceeds 120 mgs, 


2. A half-hour blood sugar which exceeds fast 
ing level by 50 or more mgs. 


3. A one hour blood sugar which exceeds the 
half-hour level by 30 or more mgs, 
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diet indifferently. He entered hospital again 
on April 2, 1939, with the same symptoms. 
He gave the history of eating candy and 
drinking several] soft drinks daily. On ex- 
amination there was, in addition to the 
sciatic tenderness, paresthesia of the left leg 
and anesthesia to light touch on the outer 
side of the left foot. Achilles reflex was 
absent on the left, and Lasegue’s sign was 
present. Fasting blood sugar 105 mgs., and 
two hours after midday meal 180 mgs. He 
was treated as before. His blood sugar on 
April 11 was 165 mgs. two hours after mid- 
day meal. The insulin was increased to 15 
units each morning. On April 17 he was 
relieved; his blood sugar two hours after 
midday meal was 120 mgs. 

Cause 4: 8S. B. J., aged forty-six, a mer- 
chant, entered the hospital on February 14, 
1938, for relief of pain of three weeks’ dura- 
tion down the back of the left leg. He had 
been forced to stop work and was requiring 
opiates for relief. On examination there was 
tenderness along the course of the left sciatic 
nerve and Lasegue’s sign was present. Tol- 
erance test: 90, 166, 208. Treatment: Diet, 
insulin, and B, therapy. The patient was 
improved but not entirely relieved. 

Case 5: L. P. J., aged twenty-four, a 
stenographer, entered the hospital on Janu- 
ary 6, 1939, for relief of pain in the left back 
extending downward along the back of the 
left leg. This had been present a month; 
for the last two weeks she had been in bed 
under orthopedic treatment. On examina- 
tion there was slight tenderness over the 
course of the sciatic nerve, with Lasegue’s 
sign present. Tolerance Test: 108, 196, 222. 
Treatment: Diet and B, therapy, no insulin. 
The patient was relieved. Blood sugar two 
hours after midday meal on April 22 was 
105 mgs. y 

Case 6: S. H. B., aged thirty-five, a house- 
wife, entered the hospital on January 23, 
1939, with history of pain of three years’ 
duration in the left hip and down the back 
of the left leg. It interfered with walking 
and sleeping. Examination showed tender- 
ness along the course of the sciatic nerve 
and Lasegue’s sign. Tolerance test: 98, 165, 
200. Treatment: Diet and B, therapy; no 
insulin. Symptoms were relieved. 


Case 7: M. W., aged fifty-six, houseworker, 
entered the hospital on May 18, 1938, for 
relief of pain of three weeks’ duration down 
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the back of the left leg. On examination 
there was tenderness along the course of the 
left sciatic nerve with Lasegue’s sign but 
normal Achilles reflex. Tolerance test: 78, 
153, 217. Treatment: Diet, and B, therapy: 
no insulin. The patient was relieved. 

Case 8: R.F., aged thirty-eight, a laborer, 
was admitted to hospital on May 27, 1938. 
Seven days before admission he worked in 
the rain, and the following day had severe 
pain down the back of the right leg, with 
numbness and tingling in the leg and foot. 
He had been bed-ridden six days. Examina- 
tion showed tenderness along the course of 
the right sciatic nerve with parasthesia but 
no wasting. The reflexes were normal and 
Lasegue’s sign was present on the right. 
Tolerance test: 83, 166, 204. Treatment: 
Diet, insulin, and B, therapy. He was dis- 
charged on June 13, relieved. 

Case 9: R. R., aged forty-eight, a me- 
chanic, was seen on November 30, 1937. He 
had had pain for two weeks down the back 
of the left leg extending to the foot. He had 
been told seven years previously that he had 
diabetes, but occasional examinations of 
urine since had failed to show sugar. On 
examination there was tenderness along the 
course of the sciatic nerve and Lasegue’s 
sign. Tolerance test: 115, 200, 250. Treat- 
ment: Diet, insulin, and B, therapy. He 
was relieved. 

Case 10: L. C., aged fifty-one, a farm 
laborer, entered the hospital on February 11, 
1938, with history of pain in the right but- 
tock extending down the back of the leg 
which had been present a year. Examina- 
tion disclosed tenderness along the course of 
the sciatic nerve and Lasegue’s sign. Toler- 
ance test: 95, 166, 212. Treatment: Diet, 
insulin, and B, therapy. On February 17 
the patient was relieved. His blood sugar 
one hour after breakfast was 90 mgs. 

Case 11: J. W.F., aged forty-six, a house- 
wife, entered the hospital on September 5, 
1938, with pain in the back radiating down 
the posterior aspect of the right leg. The 
pain was particularly noticeable while sit- 
ting, and had been present for three years. 
Examination showed tenderness along the 
course of the sciatic nerve and Lasegue’s 
sign. Tolerance test: 122, 172, 238. Treat- 
ment: Diet, insulin, and B, therapy. Symp- 
toms were relieved. 

Case 12: A. C. H., aged forty-four, a 
farmer, was seen on March 25, 1935, because 
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No. Initials Sex Age 
1 A. C. J. M. 54 
2 A. E. S. F. 59 
3 a a A M. 53 
4 S: Bu. J. M. 46 
5 L. P. J. F, 24 
6 > Bn. B. F. 35 
7 M. W. F. 56 
8 ee ks M. 3 

9 k. R. M. 48 
10 Be. M. 51 
11 J. W. F. F. 46 
12 A. C. H. M. 44 
13 ¥. 2. M. 40 


of pain down the back of the right leg of 
four weeks’ duration. The pain interfered 
with stooping, sleeping, and walking. Ex- 
amination disclosed pain along the course of 
the right sciatic nerve and Lasegue’s sign. 
Tolerance test: 90, 146, 192. Treatment: 
Diet, insulin, and B, therapy. He was re- 
lieved. 

Case 13: V. T. O., aged forty, a farmer, 
entered the hospital on June 5, 1938, with 
severe pain down the back of the left leg. 
Seven years previously he had had the pain 
down the right leg, and was relieved by ton- 
sillectomy. Five months before admission 
he had pain down the left leg, sharp and 
lancinating, requiring opiates. Examination 
disclosed tenderness along the course of the 
left sciatic nerve, Lasegue’s sign, and im- 
paired Achilles reflex. Tolerance test: 100, 
200, 277. Treatment: Diet, insulin, and B, 
therapy. The patient’s physician reported 
he was not relieved. 


Discussion 


The etiology of the neuritis in hypergly- 
cemic patients is obscure. The recent in- 
terest in the neuritis due to vitamin B defi- 
ciency has produced some observations that 
tend to support the idea that the so-called 
diabetic neuritis is due to the same deficien- 
cy. Joslin” is of the opinion that lack of the 
vitamin is not the chief factor, although its 
administration may hasten recovery. Jol- 
liffe has noted that starving subjects de- 
velop neuritis faster when given glucose in 
the vein than without it, and that increased 
caloric intake requires increased vitamin B, 
intake. If we accept these observations as 


The Treatment of Diabetes Mellitus, Phila- 
and Febiger, 1937, p. 440. 

A Clinical Evaluation of the Adequacy of 
American Diet, New Internat. Clin. 


5. Joslin, E. P.: 
delphia, Lea 

6. Jolliffe, N.: 
Vitamin B/1 in the 
4:56, (Dec.) 1938. 
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Duration Fast. Blood 4 Hr. Blood 1 Hr. Blood 

of Sugar in Sugar in Suaar in 

Sumptoms Millharams Milligrams Millarams 
17 yrs. 100 213 250 
9 days 109 208 250 
4 days 98 204 227 
3 wks. 90 166 208 
1 mo. 108 196 222 
3 yrs. 98 165 200 
3. wks. 78 153 217 
6 days 83 166 204 
2 wks. 115 200 250 
I YF. 95 166 212 
3 yrs. 122 172 238 
4 wks. 90 146 192 
5 mos. 100 200 277 


supportive evidence that hyperglycemia in- 
duces vitamin B, deficiency, it must be pre- 
sumed that the unmetabolized carbohydrate 
enters into some combination with the vita- 
min B, and withdraws it from the tissue or 
exerts some inhibiting influence. 


Summary and Conclusions 


Thirteen cases of sciatic pain are presented 
in which there was no other obvious etiologi- 
cal condition than the hyperglycemic re- 
sponse to the one-hour, two-dose glucose 
tolerance test. 

Eleven of these made complete recovery 
on diabetic diet, insulin, and vitamin B, 
therapy. The etiology of neuritis in hyper- 
glycemia is obscure, but a tentative explana- 
tion is offered. 





EARLY SIGNS OF CANCER OF LIP 
AND MOUTH 


1. Cancer of the lip often comes as a fever 
blister. 

2. It may start as a crust or wart-like 
growth. 

3. A fissure or ulcer that is obstinate about 
healing or has the tendency to recur may be 
cancer. 


4. Cancer of the mouth begins as an ulcer. 


5. An indurated mass, or leukoplakia in 
the mouth often means cancer. 


Of course any of the above symptoms may 
occur on the lip or in the mouth and not be 
a cancer. If these symptoms are present 
and do not tend to heal in thirty days they 
should be considered malignant until proven 
benign by biopsy and other investigation. 

Cancer Committee of the North 
Carolina Medical Society. 
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THI PINEHURST MEETING 

The eighty-seventh annual meeting of the 
Medical Society of the State of North Caro- 
lina, held at Pinehurst May 15-15, was one 
of the most successful in the long history of 
the Society. The attendance broke all pre- 
vious records, with a registration of 835 
doctors. . There were no clashes to mar the 
harmony of the occasion; yet some construc- 
tive measures were taken. A comprehensive 
abstract of the proceedings will be published 
in a future issue of the NORTH CAROLINA 
MEDICAL JOURNAL, and only a few of the 
high lights will be given here. 

President William Allan’s addresses, both 
to the House of Delegates and to the first 
General Session, perhaps established records 
for brevity; but both were full of sensible 
suggestions. The address to the First Gen- 
eral Session is published as the leading 
article in this issue, and will repay careful 
reading. The one to the House of Delegates, 
to be published later, suggested a number of 
changes in the programs of future annual 
meetings—all well worth considering. 

Secretary Tom Long’s report showed the 
society to be in excellent health, with the 
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largest membership it has ever enjoyed, as 
well as the largest bank balance it has ever 
had. On his recommendation it was voted 
to let the House of Delegates begin its annual 
meeting at 2 p.m. on the first day of the 
convention, and to continue its session after 
dinner—thus allowing much more time for 
deliberation. 

The choice of Dr. Webb Griffith, of Ashe- 
ville, for president-elect, met with general 
approval. The excellent service he has ren- 
dered the society as chairman of the impor- 
tant Committee on Socialized Medicine, and 
on the last Board of Medical Examiners, is 
evidence of his fitness for leadership. 

The faithful few who remained to witness 
the installation of Dr. Hubert Haywood as 
President were rewarded by a splendid in- 
augural address. Since it will be of general 
interest to the members of the society, it is 
published in full in this issue. 

The House of Delegates adopted unani- 
mously the recommendation of the Secretary 
and of the Finance Committee that instead 
of the abbreviated Transactions an abstract 
of the proceedings of the House of Delegates 
be published in an early issue of the NORTH 
CAROLINA MEDICAL JOURNAL, together with 
a roster of the members and the Historical 
Record of the Society; and that the proceed- 
ings of the Woman’s Auxiliary be published 
likewise in a subsequent issue of this journal. 
This will be done as soon as possible after 
the stenographic notes of the discussions 
have been transcribed and put in shape for 
publication. 

The various sections all reported good 
papers and good attendance. The papers 
read before the general sessions were well 
selected. A unique feature of this meeting 
was that all papers presented to the general 
sessions were by our own talent. While these 
were well up to the standard, the opinion 
was expressed by many that they would not 
want to see this made a precedent; that they 
also liked to hear out-of-state speakers oc- 
casionally. 

One speaker from afar who brought much 
food for thought was Mr. John M. Pratt, 
Secretary of the National Physicians Com- 
mittee for the Extension of Medical Service. 
He addressed the House of Delegates for 
thirty minutes Monday evening on the work 
of the Committee, and made a most favor- 
able impression. 
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The Woman’s Auxiliary was honored at its 
Pinehurst meeting by the presence of Mrs. 
Charles P. Corn, President of the Auxiliary 
to the Southern Medical Association, who 
gave a very interesting address on “Present 
Day Opportunities of Service for the Doc- 
tor’s Wife”. 

* * 
INTELLECTUAL HONESTY 

One of the rarest virtues under the sun is 
intellectual honesty. Just as many people 
would define temperance as refraining from 
hard liquor, so most people consider honesty 
as simply abstinence from stealing. And as 
there are people who do not know the taste 
of whiskey or brandy, yet will eat glutton- 
ously, so there are those who would not use 
a postage stamp that had escaped cancella- 
tion, yet who will make the most dogmatic 
statements without definite proof, who will 
shut their eyes to unpleasant truths, and 
who will resort to any sort of subterfuge to 
carry a point in a discussion. 

A case of gross intellectua] dishonesty was 
recently aired in the papers, when a Ruther- 
ford county minister made the public state- 
ment that “the greatest menace to the schools 
in this state is marijuana, and it is present 
in all the high schools I have visited.” When 
asked by Dr. Carl Reynolds for names and 
dates, he ignored the request, but wrote a 
county school superintendent: “I find that 
the Board of Health is the organization to 
look after this matter, and they have a man 
paid to do it, hence in the future I shall 
leave it entirely to them.” To which Dr. 
Reynolds quite truly observed that the min- 
ister again “has spoken from the mouth out, 
without regard to the facts’—since nowhere 
in the State Food and Drug Law is the State 
Board of Health charged with the enforce- 
ment of the law relating to narcotic drugs. 

One would think that ministers, of all pro- 
fessional men, would be sure of the accuracy 
of their information before making such 
sensational statements as the one in ques- 
tion. Certainly it does not help their stand- 
ing in the eyes of the world to be dishonest 
in any way. 

Many years ago the pastor of one of the 
largest churches in Philadelphia—a man 
with a national reputation as a preacher and 
platform orator—shocked a group of North 
Carolina medical students who had gone to 
hear him by the astounding statement that 
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there were two million poor whites in the 
mountains of North Carolina dying of hook- 
worm disease. At that time the entire popu- 
lation of North Carolina, white and black, 
rich and poor, was only about three million. 
From that time on, this man’s influence with 
these young southerners was completely gone, 
and with it some degree of respect for the 
ministry. One who has been faithful over 
a few things will be made ruler over many 
things; one who has been dishonest in little 
things will hardly be trusted in larger things. 

It may be recalled that Charles Darwin, 
when engaged in his monumental work on 
evolution, found it necessary to record at 
once every observation that did not fit into 
the theory he was evolving; otherwise he 
was apt to forget it. Unfortunately, only 
too many not only forget all observations 
contrary to a notion, but deliberately twist 
observations to fit a preconceived idea. 

It is a common experience for a family 
doctor to be asked by a fond parent to 
ascribe to smoking or drinking or staying 
up late at night some such ailment as impeti- 
go or an ingrown toe nail, and to warn the 
patient that he can never get well unless he 
gives up the habit. If any doctor is so lack- 
ing in intellectual honesty as to be a party 
to this cheap deception he runs the risk of 
losing his young patient’s respect. Let any 
doctor so tempted remember the old story 
of the priest who promised one of his 
parishioners to reprove her wayward son. 
He thought he had an excellent opening 
when, at their next meeting, the young man 
asked, “Father, what causes lumbago?” 
“Lumbago, my boy, is caused by drinking, 
staying up late at night, and running after 
women.” “Well,” was the reply, “I just 
wanted to know. I saw in the paper this 
morning that the Pope had lumbago.” 

~~ 2 * 
POSTURAL DYSPNEA 

A clinical phenomenon that is rather dif- 
ficult to explain is that of dyspnea in pa- 
tients with certain heart conditions, especi- 
ally those associated with marked hyperten- 
sion. Such patients may be relatively com- 
fortable during the day, even when at work, 
but have difficulty in breathing at night 
when they lie down. Many of them learn 
to sleep in the sitting position, and attacks 
are far more frequent at night, when the 
patient is in bed, than when he is up and 
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around. In the New England Journal of 
Medicine for April 11, William D. Reid gives 
an intriguing explanation, which seems more 
plausible than the back-pressure theory 
usually aecepted. This explanation may be 
briefly summarized in the author’s own 
words: “The main point is that there is a 
hindrance to onflow by a mechanical com- 
pression of the pulmonary veins by cardiac 
enlargement. This conception appears more 
plausible in relation to postural dyspnea. 
When the patient lies down the structures 
that in the upright position are posterior to 
the heart become the bed for it; in other 
words, the enlarged heart lies on the pul- 
monary veins and their radicles.”’ 

As to treatment, in the light of this con- 
ception, digitalis helps to reduce the size of 
the dilated heart and improves the circula- 
tion through the lungs. More consideration 
should be paid the patient’s posture, possibly 
to the extent of providing a bed table for 
yvreater ease in leaning forward. Removal 
of fluid accumulations in the thorax is indi- 
cated, in order to allow more space. 

* * *« * 
DR. WILLIAM MacNIDER WINS 
KOBER MEDAL 

For many years Dr. William MacNider 
has been working quietly upon an original 
idea. Those who have heard him explain 
his conception of resistance to some diseases 
because of changes in the cells of certain 
organs have been convinced that, in the 
language of the street, “he had something 
there”. With the patience of the true 
scientist he has done experiment after ex- 
periment to establish the soundness of the 
thought that had come to him. Now it is 
pleasing to his numerous friends and former 
pupils to know that his work has been recog- 
nized by high authority. At the last meet- 
ing of the Association of American Phy- 
sicians, held in Atlantic City May 7 and 8, 
it was announced that the Kober medal for 
1941 would be awarded to Dr. MacNider for 
his work in experimental nephritis and in 
tissue changes and resistance. 

The NoRTH CAROLINA MEDICAL JOURNAL, 
on behalf of the doctors of North Carolina, 
extends heartiest congratulations to Dr. Mac- 
Nider. 
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THE GENERAL PRACTITIONER AND 
HIS HANDBAG 


In his recent book, THE PATIENT'S 
DILEMMA, Dr. Hugh Cabot quotes the fol- 
lowing statement from Dr. Morris Fishbein: 
“Obviously, 85 per cent of the diseases for 
which patients consult doctors are of the 
type which the general practitioner can 
handle with the amount of equipment that 
he can carry in a handbag.” Dr. Cabot’s 
comment is, “We shall, I think, be on sound 
ground in asserting that this statement never 
was true and that it is even less true today 
... 1] am unaware of any evidence... ac- 
ceptable to any scientific body which would 
support Dr. Fishbein’s allegation.” 

In an effort to find out which of these 
views was correct, five Winston-Salem medi- 
cal men tabulated an average of 200 consecu- 
tive cases each. Of the 1000 patients thus 
reviewed 848—or 84.8 per cent—had been 
cared for without any other equipment than 
the contents of a handbag. A modern doc- 
tor’s handbag, be it remembered, contains at 
least a blood pressure apparatus, a stetho- 
scope, a hypodermic syringe, an otoscope, 
an ophthalmoscope, a transillumination light, 
a blood counting apparatus, glass slides, a 
hemoglobin scale, a pleximeter, tongue de- 
pressors, Wassermann tubes, culture tubes, 
and a few other odds and ends. 

In tabulating these cases, every patient 
who had to have a basai metabolism read- 
ing, an x-ray, an electrocardiogram, an ope- 
ration or a surgical consultation, or who was 
referred to a clinic for a diagnostic survey 
was included in the referred group—even if 
the doctor had his own basal metabolism 
apparatus or electrocardiograph. A consider- 
able number of these referred patients, it 


should be noted, were beyond real help from 
any medical source: for example, some with 


arthritis, some with incurable mental dis- 
ease, and a few who literally enjoyed poor 
health too much to exchange it for an active 
existence. 

The lowest proportion of patients cared 
for unaided by an individual doctor was 82 
per cent; the highest, 89. The average of 
84.8 per cent is certainly close enough to 85 
to be acceptable to most scientific bodies as 
supporting Dr. Fishbein’s statement. 
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UNDULANT FEVER 
Report of Two Cases 
WILLIAM RANEY STANFORD, M.D., F.A.C.P.* 
GEORGE GEYERHAHN, M.D.+ 


DURHAM 


The purpose of this paper is to report two 
cases of undulant fever with especial em- 
phasis on therapeusis. Unfortunately, we 
were not able to get positive blood cultures 
on either of these cases, but the agglutina- 
tion test for undulant fever was positive in 
both. This, coupled with their clinical courses 
and their response to therapy is, I think, 
enough to clinch the diagnosis. 


Case Number 12874 


B. A. H., a white male, aged forty years, 
was admitted to Watts Hospital on June 26, 
1939. His chief complaints were loose stools, 
fever and chills. 

History: The patient was well until three 
or four years ago, when he began having 
attacks of alternating constipation and diar. 
rhea. His stools varied from semi-formed 
to liquid over a period of months. The con- 
dition seemed to clear up spontaneously, and 
until several months before admission he 
was apparently all right except for an oc- 
casional attack. 

Three or four months before admission he 
had an attack of “flu’’, and about one month 
later had a deep cold which was followed by 
loose stools and some slight pain across the 
lower abdomen. The loose stools never 
showed any blood and were never very nu- 
merous, but had a foul odor and did not re- 
spond to any treatment. 

Since that time he had been taking vita- 
mins, and recently started a course of “Yat- 
ren”, with no apparent benefit. He said he 
had not had a solid stool in two months. 

Three weeks prior to admission he began 
running a little fever, but was not ill enough 
to quit work. A few days before admission 
he had a slight chill, and following this his 
temperature went as high as 100° each even- 
ing. He had had no nausea, vomiting or 
loss of appetite. There had been no severe 
pain, and no pus or blood in stools. He had 
had a non-productive cough, and an occasion- 
al night sweat, but no hemoptysis. 


*Chief of the Medical Staff, The Watts Hospital. 
tMember of The Watts Hospital Interne Staff, 
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Past history was negative. He had had 
the usual childhood diseases, but no serious 


illness. He was operated on twelve years 
ago for appendicitis. Family history was 
negative. 


Physical Examination: Blood pressure in 
the left arm was 135/90 and in the right 
arm 140/90. Pupils reacted to light and ac- 
commodation. Ocular movements were nor- 
mal. Hearing was very slightly impaired in 
the right ear. The teeth showed quite a bit of 
dentistry. The gums were slightly bogey. 
The tongue was coated. The tonsils had 
been There was no adenopathy 
or abnormal pulsations in the neck. Expan- 
sion of chest was fair and equal. The per- 
cussion note was normal throughout. Breath 


removed. 


sounds were increased and whispered voice 
prolonged over upper right lung, but no 
rales were heard. The supracardiac dullness 
was 2 cm. in the second interspace, 3.5 em. 
in the third interspace. The left border of 
the heart was 9.5 cm. and the right border 
was 3.5 cm. Heart rate was regular, 108. 
There were no murmurs. 
sound was snappy. No epitrochlear glands 
were palpated. There was a very slight 
tremor of the fingers. The radial pulses 
were equal. Temporal vessels were very 
slightly tortuous. 

The abdomen was slightly full. The cecum 
was palpable and somewhat thickened and 
slightly tender. There was a lower right 
quadrant appendectomy scar. There was 
some tenderness apparent when pressure 
was applied below the right rib margin. 
The sigmoid was not palpable. There was 
no lumbar tenderness. No other organs were 
palpated. There was an incomplete right 
inguinal hernia. The genitalia were normal. 
Rectal examination revealed a slight hemor- 
rhoidal tag. There was evidence of an old 
anal fissure anteriorly. The prostate 
very slightly enlarged. 

Biceps and triceps tendon reflexes were 
present and normal. There was no edema. 
The feet were negative except for slight 
ringworm infection. 

Progress while in the hospital: The pa- 
tient ran a febrile course during all the first 
part of his stay in the hospital. On July 7, 
his spleen was first palpated. On July 24, 
his agglutination for undulant fever was 
complete in a 1-20 dilution and partial 1-40. 


On July 26, it was complete 1-80 and partial 


The aortic second 


Was 
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1-160. 


On August 3, it was complete 1-160 
and partial 1-320. On July 31, he was given 
an intradermal test of .1 ec. of 1-5 dilution 
of Lederle’s Brucella Melitensis vaccine, 1,- 


000,000,000 bacteria per cc. This was nega- 
tive after forty-eight hours. On August 4, 
he was given his first transfusion of 400 ce. 
of citrated specific blood. Beginning on 
August 4, he received several doses of Bru- 
cella Melitensis vaccine. The vaccine did 
not seem to benefit him in any way, and it 
seemed to lower his agglutination titre, 
which dropped from 1-160 on August 3, to 
1-40 on August 7. He received five tran- 
fusions of citrated specific blood—the first 
400 ec. in amount; the others 300 cc. 
Laboratory Examinations: On June 26, 
the urine showed the specific gravity to be 
1.021, albumin negative, sugar negative, an 
occasional red blood cell and a few white 
blood cells. His blood count showed a hemo- 
globin of 112 per cent; white blood cells, 
13,400; polymorphonuclears, 77 per cent; 
eosonophiles, 4 per cent; lymphocytes, 19 
per cent. On July 8 his hemoglobin was 75 
per cent; red blood cells, 3,180,000; and 
white blood cells, 32,000. Another blood 
count was taken on August 9, and his hemo- 
globin then was 102 per cent; white blood 
cells, 9,150; polymorphonuclears, 70 per cent; 
eosonophiles, 2 per cent; lymphocytes, 27 per 
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cent; and monocytes, 1 per cent. On Jul) 
25 his stool specimen was positive for red 
blood cells and white blood cells, and was 
negative for parasites. On July 18 his blood 
smear for malaria was negative. His Widal 
agglutination on August 16 was negative. 
The blood culture on July 17 was negative; 
Wassermann and Kahn reactions were also 
negative. On July 17 his sputum was nega- 
tive for acid fast bacilli, and on July 26 his 
Weil-Felix was negative. His icterus index 
was normal on August 7. 

The patient was discharged from the hos- 
pital on September 4, 1939, much improved. 
Case Number 14983 

J. B. E., a white male physician, married, 
aged 31 years, was admitted on November 
6, 1939. His chief complaints were general 


weakness, aching of muscles, joints and 
bones. 
History: Eight days previous to admis- 


sion the patient had pains in joints, muscles 
and bones. Six days previous to admission 
he had the same complaints, especially in 
the afternoon, with a temperature of 100.5’. 
At this time he had a chilly sensation. He 
could not get clothes and blankets enough to 
be comfortable. He took aspirin and _ per- 
spired afterwards. After this profuse per- 
spiration he was more comfortable, but ver) 
weak. He noticed later that he became com- 
fortable after these chills regardless of 
whether he took aspirin or not. 
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Four days previous to admission he had 
to quit his work because of general malaise. 

Three days previous to admission he had 
a temperature of 103°. Before noon his 
temperature was usually normal. He had 
been in bed for four days before admission 
to the hospital. 

Past History: The patient had had the 
common childhood diseases; left otitis media; 
malaria in 1921; tonsillectomy; appendec- 
tomy in 19365. 

Physical examination was essentially neg- 
ative, except for some impairment of hear- 
ing in the left ear, and a slight discharge 
from the nose. 

Laboratory studies showed a hemoglobin 
of 105 per cent; white blood cells, 6,200; 
polymorphonuclears, 60 per cent; lympho- 
cytes, 38 per cent; monocytes, 2 per cent. 
Malaria was not found. The urine was neu- 
tral in reaction; there was a faint trace of 
albumin, no sugar, and a few leukocytes. 
On November 14 the urea nitrogen was 20.4 
mg. per 100 cc. of blood and the blood urea 
was 46.6 mg. per 100 ee. of blood. On No- 
vember 7 the agglutination for Br. abortus 
was complete through 1-160 and _ partial 
through 1-320. On November 8 the aggluti- 
nation for Br. abortus was complete through 
1-320. 

X-ray of the sinuses showed a polyp in 
both the right and left antrum. The x-ray of 
the chest showed the lungs to be negative. 

On November 7 the patient was given 75 
grains of sulfanilamide; on November 8, 90 
grains; on November 9, 45 grains; and none 
thereafter. On November 10, he received his 
first transfusion of 300 cc. of citrated specific 
blood. On November 12, he received a 
second transfusion of 400 cc. of citrated 
specific blood. On November 15, he received 
his third and last transfusion of 400 cc. of 
citrated specific blood. He was discharged 
from the hospital afebrile and much im- 
proved on November 15, 1939. 


Comment 


Much has been written about the treat- 
ment of undulant fever. The literature has 
contained many articles on the therapeutic 
aspects of this condition for the last several 
years, Therefore the various treatments will 
not be detailed here. Sulfanilamide was 
given a therapeutic trial in both of these 
It was definitely not helpful in the 
In the second case we do not feel 


eases. 
first case. 
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that it had a thorough trial. It made the 
patient so uncomfortable that he did not 
wish to continue to take it. 

No therapeutic procedure which was tried 
influenced the course of the first case in any 
way, until immune transfusions were given. 
Following the first transfusion his tempera- 
ture remained lower than usual for almost 
two days. He received his last transfusion 
on August 20, 1939. During the course of 
the transfusions the temperature was quite 
irregular, but the gradual trend was down- 
ward. At the same time the patient showed 
gradual improvement in other ways. Of 
particular interest in this case was the fact 
that he showed much more immediate im- 
provement after transfusions from some 
donors than from others. This may, of 
course, have been due to the agglutination 
titre, but another possibility is that there 
are different strains of this organism with 
resultant variation in the agglutinins. 

The second case was given three trans- 
fusions of immune blood. Following his first 
transfusion his temperature began to come 
down and he was afebrile before he left the 
hospital. The first case four months after 
leaving the hospital is in satisfactory condi- 
tion. The second case two and a half months 
after discharge is apparently well. 

Conclusion: We realize that it is pre- 
sumptuous to draw any conclusions from 
two cases, but it would seem that immune 
transfusions are fairly effective therapeutic 
agents in this condition. If other investiga- 
tors get the same results with this treatment 
in similar cases, it would seem rational and 
feasible for patients who have recovered 
from this condition to have their blood typed 
and their agglutination titre estimated, and 
to be registered at the local hospitals as pos- 
sible donors. Undulant fever is such a dis- 
tressing and prolonged disease, that it be- 
hooves us to use every rational available aid 
to shorten its course. 





The possibility of utilizing the general hospital as 
an effective medium for case-finding in tuberculosis 
has not been sufficiently explored. The fact that a 
person is admitted to a general hospital for a con- 
dition other than tuberculosis should never be ac- 
cepted as a guarantee that such person does not 
have significant tuberculous disease. In a study of 
4.853 adult admissions to 14 general hospitals in 
New York State, 1.1 per cent showed clinically 
significant tuberculosis and 0.6 per cent unsuspected 
tuberculosis. Plunkett, R. E., M.D., and Mikol, Ed: 
ward X., Amer. Rev. of Tuber., Mar., 1940. 
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CLINICO-PATHOLOGICAL 
CONFERENCE 


CITY MEMORIAL HOSPITAL 
WINSTON-SALEM 


This patient, a white male forty-five years 
of age, was admitted to the hospital com- 
plaining of persistent vomiting for ten days. 

The patient’s present illness began about 
one year previously with continuous occipi- 
tal headache. This headache had not been 
relieved by the use of a considerable amount 
of proprietary headache powders. A sinus 
infection had been drained without relieving 
the headache. About seven months before 
admission the patient began to develop 
dyspnea made worse on exertion, and had 
to sleep with his head elevated by two or 
three pillows. He was admitted to the hos- 
pital five months previously because of his 
persistent headache. At this time his blood 
pressure was 210 systolic and 138 diastolic. 
There was a heaving impulse over the apex 
of the heart, and the apex was described as 
being in fifth inter-space in the mid-clavicu- 
lar line. There were no murmurs or thrills. 
No edema was present. A consultant who 
examined the sinuses reported a chronic in- 
fection of the antrum “without any activity 
at present.” This was verified by x-ray. 

Laboratory work at this time showed albu- 
min (1 plus) in the urine, 10-15 granular 
casts, occasional red blood cells and a specific 
gravity of 1.028. The blood count was es- 
sentially normal. The non-protein-nitrogen 
was 57.8 mg. per 100 cc. The urinary ex- 
cretion of phenolsulphonthalien was 80 per 
cent in two hours. Ten days later the non- 
protein-nitrogen was 31.6 mg. per 100 cc. 
The patient remained in the hospital twelve 
days; his genera] condition improved, but 
his blood pressure remained unchanged. 

He was admitted the second time five 
months later, and stated that during the in- 
terval his headache had increased and that 
during the last ten days before admission he 
had begun to vomit. This vomiting became 
progressively worse, and on admission he 
was unable to hold anything on his stomach. 
The vomiting was always associated with 
nausea and was not projectile in type. Dur- 
ing the last week he had noticed some weak- 
ness in his left arm, and his vision had been 
failing. 

Physica] examination revealed small pu- 
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pils, but no changes in the pupillary reflexes. 
There was pronounced pulsation of the caro- 
tid artery. The lungs were clear. The heart 
was enlarged to the right and somewhat to 
the left, and the apex beat was prominent. 
The rate and rhythm were regular. The blood 
pressure was systolic, 230; diastolic, 140. 
There was no edema of the extremities. Ex- 
amination of the urine showed a four plus 
reaction for albumin, specific gravity, 1.014, 
four plus white blood cells, occasional epithe- 
lial cells, and numerous casts. There were 
3,475,000 red blood cells, with hemoglobin of 
12 grams. The white blood cells were 10,200, 
with 79 per cent polymorphonuclears, 20 per 
cent lymphocytes and 1 per cent monocytes. 
The urea nitrogen was 64.4 mgs. per 100 ce. 
The non-protein-nitrogen was not obtained. 

The patient continued to have headache 
and vomiting and his blood pressure re- 
mained elevated for the first four days. On 
the fifth hospital day the patient was semi- 
comatose, respirations were 12 and the blood 
nressure was 190 systolic and 130 diastolic. 
His pupils were equally contracted. He had 
expectorated a small amount of blood. Dur- 
ing the fifth hospital day he developed pul- 
monary edema, his blood pressure gradually 
fell, and he expired. 


Clinical Discussion 


The most outstanding feature of this case 
is the history of persistent headache of al- 
most a year’s duration. This was found after 
several months to be associated with a high 
blood pressure. The marked elevation of the 
diastolic pressure is especially significant in 
indicating disease of the small vessels. At 
the time of the patient’s first admission the 
dyspnea on exertion and the inability to sleep 
without elevation of the head and chest, plus 
the elevation of the non-protein-nitrogen, in- 
dicate early cardiac failure. The urine at 
this time was not diluted, but the presence 
of albumin and casts is significant. Proba- 
bly the most common causes of elevation of 
blood pressure in a man of this age are so- 
called essential hypertension, chronic neph- 
ritis and a long standing pvelonephritis. The 
past history does not indicate any acute 
episode of glomerular nephritis or of in- 
fection of the urinary tract. This, there- 
fore, appears to me to be a simple case of 
essential hypertension or arteriolarnephro- 
sclerosis. The extremely rapid course of less 
than a year’s duration and the fact that in 








the five months between the first and second 
hospital admissions there was a marked in- 
crease of kidney damage, as evidenced by 
the increase in albumin and the lowering of 
the specific gravity, would seem to indicate 
that this is an acutely progressive lesion of 
the small vessels. It is unfortunate that the 
eye grounds were not examined, as the ves- 
sels would probably have given information 
of great value. An article which recently 
appeared in the New England Journal of 
Medicine" attributes nocturnal dyspnea to 
the pressure of an enlarged heart on the pul- 
monary veins. That would probably explain 
the nocturnal dyspnea in this individual. 
The failing vision, weakness of the left arm, 
and vomiting are probably all manifestations 
of impending uremia. The failing vision 
may, however, have been due to local lesions 
in the eye-ground. My diagnosis therefore 
is: 

Arteriolarnephrosclerosis, with acute nec- 

rotizing lesions of the small vessels. 
Cardiac hypertrophy. 
Pulmonary edema. 


Clinical Diagnosis 


Malignant hypertension with arteriolar- 
nephrosclerosis 

Central nervous system irritation from ex- 
cessive pressure 

Retinal sclerosis with 
acuity 


diminished visual 


Post-Mortem Diagnosis 


Arteriolarnephrosclerosis, necrotizing. 
Cardiac hypertrophy and dilatation. 
Congestion of the lungs. 

Cloudy swelling of the liver. 
Distention of the gall bladder. 


Pathological Discussion 


At autopsy this was seen to be a typical 
case of the acute necrotizing type of arterio- 
larnephrosclerosis. The heart weighed 520 
grams and showed very marked hypertrophy, 
involving chiefly the left ventricle. The right 
side of the heart was dilated. There was a 
severe degree of pulmonary edema. The liver 
was enlarged and swollen. The gall bladder 
was greatly distended by thick black bile 

1. Reid, Wm. D.: Engorgement of Pulmonary Vein by Ex- 


tension of Cardiac Enlargement Posteriorly, New England 
J. (April 11) 1940 


ed. 222 7627 


6 NORTH CAROLINA MEDICAL JOURNAL 








June, 1940 


which was easily expressed into the duode- 
num. There was no thickening of the wall 
of the gall bladder, and no calculi were pres- 
ent. The kidneys were the organs of chief 
interest. They weighed 150 grams each, and 
were relatively normal in size and shape. 
Upon stripping the capsule a dark purplish- 
red, uniformly finely granular surface was 
present, from which projected numerous 
small, elevated, yellowish-gray nodules. Mi- 
nute petechiae were scattered over the sur- 
face. The cortices were narrowed, averag- 
ing only 5 mm. in thickness. The average 
cortex measures 7 mm.: The striations were 
extremely difficult to see and were very ir- 
regular, and the entire cortex was irregular- 
ly mottled with small yellow and red areas. 
The cut ends of the small vessels remained 
patent and projected above the cut surface, 
indicating thickening. There was no evi- 
dence of present or previous inflammation 
in the pelves, ureters or bladder. Microscopic 
sections of the kidney revealed findings typi- 
cal of the acute arteriolitis which occurs in 
malignant hypertension, with necrosis of the 
small arterioles. This necrosis was patchy 
but widely distributed. There were no glo- 
merular lesions except those which were con- 
sidered secondary to the arteriolar damage. 
An unusual feature about this case is the fact 
that this man’s death seems to be due about 
equally to uremia and cardiac failure. Gen- 
erally one or the other clinical syndrome pre- 
dominates, but in this case the two clinical 
pictures were almost evenly balanced — 
though uremia was perhaps slightly more in 
evidence. 





The Patient’s Welfare—When faced with diag- 
nostic difficulties, the practitioner is influenced by 
practical considerations, such as the relative fre- 
quency and the therapeutic approachability of the 
diseases suspected. The patient’s welfare receives 
first consideration. He is particularly desirous of 
avoiding a mistake in diagnosis, which in turn would 
deprive the patient of therapeutic benefit. The pos- 
sibility of missing the diagnosis of a case of in- 
cipient pulmonary tuberculosis, of a meningioma or 
of an islet tumor of the pancreas will prey on his 
mind more than failure to diagnose malignant 
nephrosclerosis or dissecting aneurysm. In his diag- 
nostic work he takes great advantage of negative 
as well as of positive correlations. He knows that 
certain combinations of symptoms and signs rule 
out the possibility of certain diseases. In contrast 
to that of an inexperienced physician his search 
will be a well directed one.—Soma Weiss, M.D.: 
The Medical Student Before and After Graduation, 
J.A.M.A. 114:1715 (April 27) 1940. 
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PRESIDENT’S MESSAGE 


It is with a feeling of pride that I ac- 
knowledge publicly my gratitude to you for 
elevating me to the leadership of our Society 
for the coming year—especially so when I 
consider my really great predecessors. It is 
with a sense of gratification that I say that 
I am steeped in the traditions of the Medical 
Societv of the State of North Carolina. My 
grandfather, Dr. E. Burke Haywood of Ra- 
leigh, and his first cousin, Dr. R. B. Hay- 
wood of the same city, served as presidents. 
My every effort will be so to conduct the 
affairs of the society which come under my 
guidance that I may be able to justify your 
choice of leadership. 

Having served on your legislative com- 
mittee and other committees, as well as on 
the State Board of Health, I have a full 
realization of the duties of this office. With 
your help, it will be my pleasure to perform 
them to the best of my ability. 

We realize that more is going to be ex- 
pected and demanded of our organization as 
a social agency. We will have to come into 
more intimate contact with already existing 
organizations devised to improve human 
happiness. We will have to play an increas- 
ingly important role in the life of the indi- 
vidual as well as in the welfare of society. 
We will have to give the problems of social 
medicine the proper study, and approach 


before the Third General Session of the 
State of North Carolina, Pinehurst, 


Inaugural address, 
Medical Society of the 
May 15, 1940. 


CATAWBA VALLEY MEDICAL SOCIETY 


The Catawba Valley Medical Society met on May 
23 at the Western State Hospital in Morganton. 
The program, presented by members of the hospital 
staff, was as follows: 

Opening Remarks—Dr. F. B. Watkins, Superin- 

tendent of the Hospital. 

“Post Encephalitic Parkinsonism”, with demon- 

stration of cases—Dr. John S. McKee. 

“Huntington’s Chorea,”’ with demonstration of 

cases—Dr. Allan McLean. 

“Routine Procedure on Each New Admission”— 

Dr. R. H. Long and Dr. W. E. Brown. 

Demonstration and Discussion of Mental Symp- 

toms—Dr. J. M. Grimes. 

Demonstration of the Paretic Curve in the Col- 

loidal Gold Test—Dr. Lucien Achard. 

Dental Treatment at the Western State Hospital 

—Ralph D. Coffey, D.D.S. 
Discussion of Metrazol, with Demonstration of Its 


Use—Dr, J. R. Saunders, 
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them with the broad outlook that each situa- 
tion demands. It is inconceivable that the 
private practice of medicine will ever cease, 
although certain departures from present 
day practice are inevitable. We are recog- 
nizing our share of the responsibility for the 
health and social welfare of the public. May 
I call attention to the programs under way 
in which we are cooperating: maternity and 
infancy care, tuberculosis and syphilis con- 
trol. There are, however, other state and 
governmental agencies, which are seeking 
to secure better food, better living and bet- 
ter housing facilities for the underprivileged. 
If we can coordinate our efforts with those 
agencies so that an accord may be reached, 
a better spirit and feeling for us is bound to 
be engendered. 

I should like to see the Medical Society of 
the State of North Carolina sponsor an ade- 
quate program of mental hygiene in the 
state, coordinating all of the state agencies 
which now work independently. Cannot we 
unite these efforts and establish a program 
which will soon reduce the 7,50G inmates of 
asylums, and an untold number outside of 
institutions, to a higher level of usefulness 
to society? Already existing laws concern- 
ing public health can be broadened, and by 
placing more emphasis on their enforcement, 
great good to the state can be accomplished. 
Our own esprit de corps should be maintained 
at all costs, and the unprepared, the un- 
worthy, and those alien to us in thought, 
training, and action should not be admitted 
to our ranks. 

I thank you for this great honor and for 
this opportunity for service. 


VIRGINIA-WEST VIRGINIA ANNUAL MEETING 


The Medical Associations of Virginia and West 
Virginia, for the first time in their history, will 
hold a joint annual meeting. In honor of this re- 
union, members of the neighboring state societies 
are invited to attend the meeting, which will be 
held at White Sulphur Springs, West Virginia, July 
29-31. An unusually fine scientific program has 
been arranged. 





MECKLENBURG COUNTY MEDICAL SOCIETY 


At the first May meeting of the Mecklenburg 
County Medical Society, held on May 7, Dr. Paul 
W. Sanger presented a paper on “Suppurative Pul- 
monary Conditions”, illustrated with movies, and 
Dr. Hillis L. Seay read a paper on “Pleural Ef- 
fusions”. On May 21 Dr. Addison Brenizer showed 
colored movies of goiter surgery, with discussion, 
and Dr. Rowland T. Bellows gave a paper on “Treat- 
ment of Head Injuries”. 
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GUILFORD COUNTY MEDICAL SOCIETY 


The Dr. David A. Stanton meeting of the Guilford 
County Medical Society was held at the Sheraton 
Hotel in High Point on May 2. The following pro- 
gram was presented: 

Invocation Rev. E. H. Blackard 

Introduction of Guests............W. L. Jackson, M.D. 

Dinner 

David A. Stanton, M.D., F.A. C. S—“‘An Appre- 

ciation” —Frederick R. Taylor, M.D. 


David A. Stanton, “The Citizen’—Mayor O. A. 
Kirkman 
Response. cee eer ED ay RAE ROE Dr. Stanton 
Scientific Program: 
‘Lymphogranuloma Venereum” — J. Lindsay 


Cook, M.D., Greensboro. 
‘Allergic Dermatitis’"—David M. Pipes, M.D., 


Greensboro. 





BUNCOMBE COUNTY MEDICAL SOCIETY 


On May 6 Dr. W. W. Bauer of Chicago, Director 
of the Bureau of Health and Public Instruction of 
the American Medical Association, was the guest 
speaker of the Buncombe County Medical Society. 
On May 20 Dr. R. A. White described a case of 
extrauterine pregnancy which he and Dr. H. S. 
Clark successfully delivered by section at term. 





NEWS NOTES FROM THE STATE BOARD 
OF HEALTH 


On the occasion of the twenty-fifth anniversary 
of his coming with the State Board of Health, Dr. 
G. M. Cooper, Assistant State Health Officer and 
Director of the Division of Preventive Medicine, was 
presented with a silver ink-stand, the gift of asso- 
ciates in the Department. The presentation was 
made by his assistant, Dr. Emmet Lupton. 

Dr. Cooper became Assistant State Health Officer 
on March 1, 1923, under Dr. Watson S. Rankin. He 
was Acting State Officer from September 1, 1923, 
to September 1, 1924, while Dr. Rankin was on 
leave in New York. He has edited The Bulletin of 
the State Board of Health since March 1, 1923. 

On the resignation of Dr. Rankin, May 30, 1925, 
Dr. Cooper was unanimously elected Acting State 
Health Officer, in which capacity he served until 
October 1, 1926. On July 1, 19381, when Dr, James 
M. Parrott became State Health Officer, Dr. Cooper 
assumed his duties as director of Maternal and 
Child Health Services and resumed his duties direct- 
ing school health supervision work. He also con- 
tinued the work of director of health education, 
including the editorship of The Bulletin. 

On November 10, 1934, following the death of 
Dr. Parrott and the election of Dr. Carl V. Reynolds 
as State Health Officer, Dr. Cooper was unanimous- 
ly elected Assistant State Health Officer. He has 
also continued with his other duties. 

A native of Sampson County, Dr. Cooper was 
born in Clinton, April 24, 1876. He was educated 
in public and private schools in that county and 
taught for four years. He graduated in medicine 
from the University College of Virginia in 1905 and 
located in Clinton, in partnership with Dr. Frank 
H. Holmes, with whom he practiced for nine years. 
For the Jast four years of that period, he was 
part-time county physician. He retired from the 
private practice of medicine to become whole-time 
health officer in Sampson, October 1, 1913, being 
the fifth whole-time health officer elected for that 
kind of work in the state of North Carolina. 
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NEWS NOTES FROM DUKE UNIVERSITY 
SCHOOL OF MEDICINE 
On April 26, Dr. Edward A. Schuman, Professor 


of Obstetrics, University of Pennsylvania School of 
Medicine, lectured on “Puerperal Infection”. 

At the monthly meeting of the Duke University 
Medical Society, May 9, Dr. Thomas Addis, Profes- 
sor of Medicine, Stanford University School of 
Medicine, lectured on the “Treatment of Glomerular 
Nephritis”’. 





NEWS ITEMS FROM UNIVERSITY OF NORTH 
CAROLINA SCHOOL OF MEDICINE AND 
DIVISION OF PUBLIC HEALTH 


At the recent meeting of the Association of 
American Physicians it was announced that the 
Kober medal for 1941 would be awarded to Dr. 
William deB. MacNider for his outstanding work in 
experimental nephritis and in tissue changes and 
resistance. 

x * * * 

Dr. William L. Fleming attended the annual meet- 
ing of the American Society for Clinical Investiga- 
tion, of which he is a member, on May 6 at At- 
lantic City. He also attended the meeting of the 
Association of American Physicians which was held 
in Atlantic City on May 7 and 8. 

* * * *K 

Dr. David E. Plummer, Director of the Venereal 
Disease Clinic, Durham City-County Health Depart- 
ment, has been appointed Assistant Professor of 
Clinical Syphilology in the Division of Public Health, 
University of North Carolina. 

x * * * 

Dr. Thomas Parran, Surgeon General of the U. 5S. 
Public Health Service, paid a visit to Dr. M. J. 
Rosenau and the Division of Public Health on April 
99° 
” KE * eK ~. 

Dr. T. F. Vestal, Director of the Division of In- 
dustrial Hygiene of the North Carolina State Board 
of Health, lectured to the medical students on “Sili- 
cosis and Harmful Dusts” on May 8. 

* * *k * 

Mr. M. F. Trice, of the Division of Industrial 
Hygiene of the N. C. State Board of Health, lectured 
to the students in public health during the spring 
quarter on “Definition of Industrial Hygiene, His- 
torical Scope and Control” and on “State Adminis- 
tration of Industrial Hygiene, State Laboratories 
for Industrial Hygiene Control”. 

* * * * 

Dr. M. J. Rosenau and Dr. Harold W. Brown, of 
the Division of Public Health, were in Washington 
on May 6, 7 and 8 for the meeting of the State and 
Territorial Health Officers of the United States with 
the Surgeon General of the U. S. Public Health 
Service, 

* aE * +n 

Dr. Harold W. Brown went to New York on May 
8 to carry out some nutritional research that he is 
doing in cooperation with the Milbank Memorial 
Fund. While there he made observations on the 
teaching of health in the schools. 

» 2, ee 

Dr. Ralph K. Collins, a member of the staff of 
the International Health Division of The Rocke- 
feller Foundation, connected with the European of- 
fice of the Foundation for the past fourteen years, 
came to Chapel Hill on May 24 to visit the Di- 
vision of Public Health. 
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NOTES FROM THE NoRTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


Beds now being provided, with those already in 
use, make a total of 3,020 in North Carolina for 
tuberculosis patients. There are now 19 County 
Sanatoriums with a total bed capacity of 855. There 
are 1,315 beds in State Sanatoriums and the State 
Hospital for the Insane, and 850 beds at the Federa! 
Hospital at Oteen. The construction of the Eastern 
North Carolina Sanatorium in Wilson in the near 
future will materially increase the number of beds 
available in State Sanatoriums. 


ca oa ~ * 


Dr. R. L. Carlton was re-appointed as the repre- 
sentative director of the National Tuberculosis As- 
sociation. 

* * * * 

The Annual Meeting of the National Tuberculosis 
Association, the American Trudeau Society, and the 
National Conference of Tuberculosis Secretaries was 
held in Cleveland, Ohio, June 3-6. 





WARNING 


Numerous complaints have reached the Registry 
of Medical Technologists regarding the activities of 
a Mr. C. A. Bartholomew of Red Bank, New Jersey, 
who has launched an organization styled the “Ameri- 
can Medical Technologists” which purports to issue 
certificates of qualification. It is soliciting mem- 
bership especially among graduates of non-approved 
schools or those who are ineli~ible for examination 
by the standards of the Registry. 

Bartholomew has never taken the Registry ex- 
amination but assumes the designation of M.T. after 
his name in his drive for membership. He has also 
presumed to give approval to a number of com- 
mercial schools which are not approved by the 
Registry. 

This enterprise is not sponsor:d by any scientific 
society but appears to be motivated by commercia! 
aspects, as a $5.00 registration fee is solicited from 
those desiring to join. 

To obviate any confusion of this unauthorized 
movement with the legitimate work of the Registry 
of Medical Technologists of the American Society 
of Clinical Pathologists, this warning is issued to 
all interested in maintaining high standards to dis- 
seminate the true information to the unwary about 
the standing of the so-called “American Medical 
Technologists.”—American Journal of Clinical Path- 
Ology, 10:261 (March) 1940. 





News Notes 


Dr. Oren Moore gave a paper on “The Part of 
Pre-Natal Care in a Public Health Program” be- 
fore the South Carolina State Health Association, 
meeting at Myrtle Beach in May. 

a * * * 

Dr. R. B. McKnight read a paper by Dr. Addison 
Brenizer on “True Adenomas of the Thyroid Gland 
and Their Relation to Carcinoma” before the recent 
meeting of the Association for the Study of Goitre 
which was held at Rochester, Minn. 

* ~ mS * 

Dr. William Allan addressed the Association of 

American Physicians, meeting in Atlantic City May 


6-8, on “Morbid Heredity Wholesale”. 
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WOMAN’S AUXILIARY 


OFFICERS, 1940-41 
Mrs. Clyde R. Hedrick, Lenoir 
Mrs. Sidney Smith, Raleigh. 


President: 


President-Elect: 


First Vice President (Organization): Mrs. C. F. 
Strosnider, Goldsboro 
Second Vice President (McCain Bed): Mrs. F. M. 


Hauser, Cherryville 
Third Vice President (Loan Fund): 
Hooker, Chapel Hill 
Corresponding 
Lenoir 


Mrs. John S. 


Secretary: Mrs. W. W. Byerly, 
C. Judd, Raleigh 


Mrs. J. D, Freeman, Wilming- 


Treasurer: Mrs. E. 

Recording Secretary: 
ton 

North Carolina Councillor for Southern Medical As- 
sociation: Mrs. J. B. Sidbury, Wilmington. 


Chairmen of Standing Committees: 


Program: Mrs. Leslie Lee, Kinston 

Research: Mrs. R. S. McGeachy, New Bern 

Memorial: Mrs. Isaac Manning, Chapel Hil! 

Hvgeia: Mrs. K. B. Pace, Greenville 

Press and Publicity: Mrs. Alfred Kent, Jr., 
Granite Falls 

Public Relations: Mrs. W. M. Johnson, Win- 


ston-Salem 
Scrap Book: Mrs. J. R. Terry, Lexington 
Historian: Mrs. Paul Yoder, 
Exhibits: Mrs. C. D. Thomas, Sanatorium 
Legislature: Mrs. Joseph A. Elliott, Charlotte 
Mrs. Frederick 


Winston-Salen 


Jane Todd Crawford Memorial: 


R. Taylor, High Point. 


PRESIDENT’S MESSAGE 


To Officers and Members of the 
Auxiliary: 

With a deep sense of appreciation of the 
honor you have conferred upon me, I am 
none the less aware of its many responsi- 
bilities. However, the trust you have placed 
in me is reciprocated and I shall avail mvy- 
self of every opportunity to serve you in the 
same wholesome spirit that I shall ask you 
to serve the Auxiliary. With this hope of 
mutual helpfulness we shall be stimulated 
and encouraged in our endeavors to secure 
and maintain a larger and more serviceable 
organization. 

It is my hope during the coming year that 
the membership of the Auxiliary may be 
greatly increased. I feel that, with the many 


problems facing the medical profession to- 
day, it is very important that every doctor's 
wife become a member of the Auxiliary and 
become educated to the problems. 
Sincerely, 
Mrs. CLYDE R. HEDRICK. 
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BOOK REVIEWS 





The Compleat Pediatrician. By W. C. Davison, 
Professor of Pediatrics, Duke University School of 
Medicine. Price $3.75. Ed. 3. Durham, N. C.: 
Duke University Press, 1940. 

This reviewer has cast a roving eye over many 
a system of medicine, many a practice of pediatrics, 
many a compendium of diagnostic and therapeutic 
measures, and has wondered how one encyclopedic 
head could ever have assembled so much material 
in such a limited amount of space. But Wilburt C. 
Davison’s Compleat Pediatrician leads them ell in 
condensing all that a doctor needs to know about 
one specialty between the covers of a smal] and 
handy volume. ; 

The information that is so amazingly comprehen- 
sive is not crowded and jumbled together; nor is 
the smal] type difficult to read. The cross-refer- 
encing is masterly, and makes it possible to run 
down a symptom, a test, a therapeutic measure or 
a physical sign in no time at all. Strange to say, 
this dictionary-cyclopedia-Baedeker of pediatrics 
reads well. ; 

Dr. Davison deprecatingly likens his opus to a 
telephone book, or a mail order catalog without pic- 
tures. Neither of these could hold this reviewer's 
attention for a moment; the Compleat Pediatrician 
does, for longer than he can afford to spend on it. 





Peripheral Vascular Diseases: Diagnosis and 
Treatment. By William S. Collens, M.D., Metabolist, 
Chief of the Clinic for Peripheral Vascular Disease, 
Israe] Zion Hospital, Brooklyn; Associate Visiting 
Physician, Greenpoint Hospital; Metabolist, Brook- 
lyn Women’s Hospital; and Nathan D. Wilensky, 
M.D., Assistant in Clinic for Peripheral Vascular 
Disease, Assistant in Diabetic Clinic, Israel Zion 
Hospital; Assistant Visiting Physician, Kings 
County Hospital. Price, $4.50. Pp. 243. Spring- 


field, Illinois: Charles C. Thomas, 1939. 

Within the past few years interest in diseases of 
the blood vessels—particularly of the peripheral 
vessels—has increased tremendously. With this in- 
creased interest the literature on the subject has 
been so extensive that it is hard for the busy 
practitioner to keep up with it. The work of Col- 
lens and Wilensky brings this mass of information 
into a compact and practical book that can be ab- 
sorbed by the average practitioner in a few hours. 
Approximately the first half is devoted to a clinical 
discussion of vascular disease, including acute and 
chronic arterial obstruction, peripheral vascular 
sclerosis, thrombo-angiitis obliterans, the Raynaud 
phenomenon, and vasodilation. The fact that the 
last half is devoted to treatment is encouraging in 
itself. It may be thought that perhaps undue em- 
phasis is placed upon the authors’ method of treat- 
ment known as intermittent venous return, which 
calls for a rather complicated and doubtless expen- 
Sive apparatus; yet it apparently offers the patient 
more relief than any other form of treatment. 

The book goes fully into various medical and 
surgical methods of treatment, with indications for 
each, and detailed explanations of their use. It is 


the best book on the subject that this reviewer 
knows of, and can be highly recommended to all 
practitioners. 
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Chemotherapy and Serum Therapy of Pneumonia. 
By Frederick T. Lord, M.D., Clinical Professor of 
Medicine, Emeritus, Harvard Medical School; Elliott 
S. Robinson, M.D., Ph.D., Director, Division of Bio- 


logic Laboratories, Massachusetts Department of 
Public Health; and Roderick Heffron, M.D., Medical 
Associate, The Commonwealth Fund. Price, $1.00. 
Pp. 174. New York: The Commonwealth Fund, 
1940. 

This handbook gives clearly and concisely the 
diagnosis, prognosis, and treatment of a)) forms of 
pneumonia. The indications, advantages and dis- 
advantages of both chemotherapy and serum treat- 
ment are discussed fairly and fully. This little 
volume can be highly recommended as coming up 
to the promise made on the cover: “It brings up to 
date the material on serum therapy, presents full 
information about the use of sulfapyridine, and 
gives in concise, usable form a rounded discussion 
of the specific drug and serum treatment of pneu- 
monia due to various organisms.” 

This reviewer would like to disagree with only 
one statement in the book: “Other than oral admin- 
istration of sulfapyridine is not practical, because 
of the very slight solubility of the drug.” In the 
Journal of the American Medical Association for 
March 16 (page 941), Whittemore, Royster and 
Riedel record their experience with fourteen patients 
given sulfapyridine by rectum, all of whom re- 
covered. Three times the oral dose was used, dis- 
solved in 3 ounces of water with 10 to 15 grains of 
sodium bicarbonate. More than a year ago—within 
a month after sulfapyridine was made available— 
Dr. Vernon C. Lassiter, of Winston-Salem, used it 
by rectum successfully, and his example has been 
followed ever since by many of his colleagues. 





Diagnosis by intuition is a rapid method of reach- 
ing a wrong conclusion.—The Papers and Speeches 
of John Chalmers DaCosta, Philadelphia, W. B. 


Saunders Co., 1931, p. 50. 





The Summer-Time Use of Mead’s Oleum 
Percomorphum 

During the hot weather, when fat tolerance is 
lowest, many physicians have found it a successful 
practice to transfer cod liver oil patients to Mead’s 
Oleum Percomorphum. 

Due to its negligible oil content and its small 
dosage, this product does not upset the digestion, 
so that even the most sqeamish patient can 
“stomach” it without protest. 

There are at least two facts that strongly indi- 
cate the reasonableness of the above suggestion: 
(1) In prematures, to whom cod liver oil cannot be 
given in sufficient dosage without serious digestive 
upset, Mead’s Oleum Percomorphum is the anti- 
rachitic agent of choice. (2) In Florida, Arizona 
and New Mexico, where an unusually high percent- 
age of sunshine prevails at all seasons, Mead’s 
Oleum Percomorphum continues increasingly in de- 
mand, as physicians realize that sunshine alone does 
not always prevent or cure rickets. 

Mead Johnson & Company, Evansville, Indiana, 
invite you to send for samples of Mead’s Oleum Per- 
comorphum for clinical use during the summer 
months to replace cod liver oil. 








